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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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medically appropriate plan of care, and effective
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ensure patient well being and positive outcomes.
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outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
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adjustment is based on historical use of resources resulting from
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Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
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1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
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amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
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(Transferring),
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The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
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The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
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Four Factors impacting your reimbursements:
1. Admission
Institutional).
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Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment
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The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)
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The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).
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and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Four Factors impacting your reimbursements:
1. Admission
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(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
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The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors
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secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Patient Driven Grouping Model
(PDGM) FACT SHEET
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532
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Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
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1. Admission
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or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532
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Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).
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and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment
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secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com
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Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
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The comorbidity adjustment is determined by secondary
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LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755

www.aptivatherapy.com

Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.

Kansas City (913) 257-3755
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Patient Driven Grouping Model
(PDGM) FACT SHEET

10/24/2019

Additional resources at
aptivatherapy.com/pdgm
Four Factors impacting your reimbursements:
1. Admission
Institutional).

Source

and

Timing

(Community

or

Agencies input source on claim but the actual determination is
based on the patient's prior claims data. "Institutional" means
facilities such as acute care hospitals, skilled nursing facilities,
rehab facilities, etc. Every other source is "Community." Patients
recently discharged from institutions have historically required
greater resources and the initial "Institutional Early" 30 day cycle
is therefore paid at a higher rate.
2. Clinical Grouping (derived from the primary ICD10).
CMS used statistical models of actual claims to create clinical
groups based on historical resource utilization. For example, the
Neuro/Rehab group assumes a higher utilization of therapy and
therefore tends toward higher overall reimbursements.
3. Functional Impairment (As determined from SOC OASIS
items)
Ten OASIS item scores are used along with the Clinical
Groupings to determine one one of three levels of impairment.
Higher levels of impairment result in higher pay-outs. OASIS
items include M1800 (Grooming), M1810 (Dress Upper Body) ,
M1820 (Dress Lower Body), M1830 (Bathing), M1840 (Toilet
Transferring),
M1850
(Transferring),
M1860
(Ambulation/Locomotion) and M1033 (Risk of Hospitalization).
Impairment is catagorized as low, medium or high.
4. Comorbidity
diagnoses)

Adjustment

factors

(from

secondary

The comorbidity adjustment is determined by secondary
diagnoses (ICD10s) as reported on claims. Zero (none), one (low)
or two or more (high) comorbidites determine a category of
comorbities. There are 10 Low and 35 High categories. The
adjustment is based on historical use of resources resulting from
the comorbity catagory.

Case Management vs. Billing Cycles
1. Case management and related processes (i.e. POC, Recertification,
Supervisory Visits, etc.) remain based on 60 day Episode cycles.
2. Billing is based on 30 day cycles. The first billing cycle in an episode is
"Early" and the remainder are "Late." Recertifications are generally treated
as "Community" based and "Late."
3. LUPA thresholds will vary by Clinical Grouping, and can be based on as
few as 2 or as many as 7 visits. LUPA remain pay per visit.
Chicago (773) 944-1532

From: Abt and Centers for Medicare and Medicaid Services, Patient Driven Groupings Model

Managing Therapy
1. While there is not a direct connection between
the actual number of therapy visits in a billing cycle
and the specific amount of payment (except for
LUPA), the model assumes some level of therapy
(which can vary from none to high) based on the
four factors noted above.
2. The HHRG makes assumptions about the
amount and type of resource use.
CMS is
monitoring therapy use under PDGM1; actual
resource use (visits) varying significantly from: 1)
the anticipated average resource use for a HHRG,
2) comparison with prior years' use (2017, 2018,
2019) with use under PDGM, or 3) use reflecting a
significant decrease in absolute levels of therapy
given a similar volume and case mix. Some or all of
these metrics may constitute a red flag for audit.
3. Patient evaluation by skilled clinicians, a
medically appropriate plan of care, and effective
monitoring of progress all remain essential to
ensure patient well being and positive outcomes.
Notes should clearly document therapy goals and
treatments as well as the corresponding beneficial
outcomes of therapy.
4. Therapist expertise on assessment, treatment,
and teaching remain essential elements of home
health care. In many cases they are the clinical
eyes and ears monitoring patients. Any
compromise on the engagement and extent of
therapy should be approached with caution to
avoid adverse patient outcomes. Efficient, outcome
focused care should be the centerpiece of every
patient's plan.
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