RESPIRATORY HOMECARE

ISSUES TO CONSIDER WITH PATIENT’S OWNING THEIR
OXYGEN SYSTEM by James Stegmaier, RRT-NPS, RPFT, CCM

n the final months of 2005 Congress passed legislation titled the

Deficit Reduction Act of 2005 (DRA) (Public Law 109-171). The
compensation for home oxygen therapy under Medicare was
changed by this legislation by amending part B of title XVIII of the
Social Security Act. The new reimbursement model for home
oxygen therapy is one where a cap comes into play after thirty-
six months of rental services. This became effective January 1,
2006. After thirty-six months of rental, the equipment automati-
cally becomes the property of the patient.

There are several issues generated with this regulation. Prior
to the DRA, home care organizations carried a twenty four hour
per day, seven days a week responsibility for the home oxygen
system. Once a patient owns his oxygen equipment it becomes
unclear as to the home providers’ responsibilities to assist with
equipment issues. It is also currently unclear as to what
Medicare’s position is if a patient who owns an oxygen system
requires a different system to meet their needs perhaps because
of clinical changes in their condition.

Home durable medical equipment capping reimbursement
under Medicare after a specific period of time is not new to the
industry. Hospital beds, wheelchairs and aerosol compressors are
examples of items which historically have been reimbursed
under a capped reimbursement program. The capped program

CONTROL I®ELITE:
COMBINATION
CLEANER/DISINFECTANT

Disinfects and cleans a range of
respiratory devices and equipment.

*Broad spectrum
germicide

- Effective on TB
and HIV-1

* Ready-to-use

e Pleasant odor and
easy disposal

* Non-corrosive

Maril Products, Inc.
320 West 6th Street

Tustin, CA 92780
800-546-7711 714-544-4830 (fax)

E-mail:control3@earthlink.net
CIRCLE READER ACTION CARD # 18

20

!

MARIL PRODUCTS, INC.

|
for these items is changing as well
under the DRA. Under the old system . -
these item would be rented for ten
months. At the tenth month of rental l
the patient would be given the choice
to either purchase the item or continue
to rent it. If the purchase option was selected Medicare would
continue to reimburse for an additional three months and then
the product was considered purchased and the title of the equip-
ment would transfer to the patient. If the patient chose to con-
tinue to rent the durable medical equipment, Medicare would
reimburse for an additional five months for a total of fifteen
months and would allow one rental payment every six months to
cover routine maintenance and servicing. The reimbursement for
an item was approximately ten percent of the purchase price for
the first three months and seven and one half percent for the
remaining rental months. Under the Deficit Reduction Act the
option to continue to rent a product is eliminated and all capped
rental items except oxygen become the property of the patient
after the thirteenth month of rental.

The transition of noncomplex durable medical equipment
which does not require routine servicing or maintenance from
rental to purchase has generally not been an issue for the
Medicare patient. However, home oxygen therapy services do
require routine maintenance such as purity testing, internal filter
changes and compressor rebuilding. Oxygen concentrators, for
example, require the purity of the oxygen being delivered to the
patient be analyzed at specific intervals based upon each manu-
facturer’s guidelines. Generally, concentrator maintenance for
purity testing can be as frequent as every ninety days or as little
as once per year if the concentrator has a built in oxygen ana-
lyzer. Medicare states that they will reimburse for maintenance
and repair but have also said that they will inform the industry at
a “future date” as to how they will handle maintenance.

The clinical and lifestyle needs of the COPD patient are
dynamic. A long term oxygen patient’s ambulatory needs change
as their clinical condition changes. There currently is no policy
on what would happen if a patient’s clinical condition changed
resulting in the oxygen system purchased under Medicare being
no longer able to meet their clinical needs.

Lifestyle needs of the patient are important to consider as
well. Technology is constantly providing new alternatives such as
systems which fill compressed gas cylinders in the patient’s resi-
dence or portable oxygen concentrators operating on direct cur-
rent, alternating current or batteries. Certain portable oxygen
concentrators are now approved by the Federal Aviation
Administration for utilization on commercial aircraft. And of
course, it is difficult to predict what a patient’s lifestyle needs will
be in the future as well as what new technological advances
might be available to meet those needs. It is undetermined at this
time what Medicare’s position will be on replacing a purchased
oxygen system based upon changes in a patient’s lifestyle.

Complicating this issue further is the current reimbursement
structure for home oxygen therapy. Medicare payment is split
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into two parts: the stationary and the portable systems. When Medicare
began reimbursing for home oxygen therapy the services were provid-

ed very late in the patient’s disease process with very few patients

ambulating. The bulk of the cost was in providing the stationary system JoUpiooiouoooooiod;:
in the re5|denc§. Med_lcare setup the _relrr_lbl_Jrsement structure based 00000000000 O000ID O00n0nan
upon an expensive stationary system with limited ambulatory needs for

the patient. A quarter century later technology has brought not only o] o
acquisition cost of the stationary system down with less maintenance U000 D ouougoom
requirements but the systems are much more reliable. On the flip side, 00000000 O0n00000onom
ambulatory oxygen needs have greatly increased with patients being

prescribed oxygen earlier in the course of their disease process. The jOoiooonntobUinitoooionO
average Medicare patient is utilizing oxygen 24 - 30 months.

A new Home Oxygen Protection Act (H.R. 5513) has been intro- ]D D D D D D DD D D D DH
duced into Congress. This bill would remove home oxygen from the OO0ooooo o oomoroooio
capped rental status and return it a continuous rental status. This would
allow home oxygen therapy to be continually rented regardless of how Ioooibidbodobiboitoonod
long a patient requires home oxygen. Patient would not be burdened

with maintenance or insuring that their system meets their clinical or
lifestyle needs. The current cost for home oxygen for one year is
approximately half the cost of one day in a hospital for a COPD admis-
sion, demonstrating appropriate care at home can have a tremendous
impact on the cost of care for a patient. As this is being debated in
Congress, President Bush’s 2007 budget has proposed reducing the
capped rental for oxygen to thirteen months, the same as all other
capped rental items. Health care professionals are urged to stay
informed on this issue and to get involved by letting their
Representatives and Senators know their option on this important issue.

Compassionate Care... Continued from page 27

especially those with chronic conditions, can experience spiritual
growth in common day to day events. In some recent work universal
themes have surfaced; the torment of suffering, the connection between
hope and suffering, the increased spirituality of the day to day and the
transformation through introspection. Mindful practitioners should be
aware of these themes and connect on a level that is appropriate.

The practice of engaging our patients by being there in an authen- DDDDDDDD]DDDDDDHDDDDDDDDDJDDD _
tic fashion is an essential component of being an intuitive, complete 00Ol OO0 OO D OO0
practitioner. Patients, when pO“ed, rate clinician involvement as a 5|gnal DDDDH:DDDD DDDDDD D]DDDD |:| DDD:H

of competence and the perception of competency increases commen-
surate with the patient’s perception of the connectedness of the clini- 0010
cian. Caring and compassionate paradigms theoretically will yield
improved patient outcomes due to our increased awareness of the over-
all patient and their increased trust and connectedness to us.

| must comment at this point that the phenomenology of compas- DD[DHD |:| D DDDDDD DU |:| D DDDDDDD DjDD

sionate caregiving must apply universally. Practitioners should care for
and be present for; each other. What we do for our patients is indeed

precious, but lets remember to take care of each other as well. We are DDD D DDD D D DD D D D
engaged in the attenuation of pain and suffering for other human beings.
This calling is valuable, commendable and virtuous and so too are we
all. Indeed, there are few occupations that allow one to interact with our —
fellow beings in such an intimate way. We must practice "being there" ey
for each other because we need the attention of our peers in order to 0 0BI00noaIInIIe0aI000000000000000

. : : 00I00I0000000000000000000
comple_te that genuine sense of connectedrje_ss that is so therapeutic for T e e ————
our patients and ourselves. We should exhibit and extend to each other

an enlightened form of grace under pressure and compassion in the con-
text of shared engagement. —M&—
| have been blessed and fortunate that in the course of my work |
have been in several departments with involved practitioners and care- 000000000000000000000c0000

givers. | find myself now Working with a group that is genuin6|y Unique OON000I0000000I0 0000 OI00N D000 00000 000000000000
in the clinical scope of practice and extremely compassionate in their

care of patients and of each other. | wish you these blessings as well. CIRCLE READER ACTION CARD # 59
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