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OFFICE OF INSPECTOR GENERAL

The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as
amended, is to protect the integrity of the Department of Health and Human Services’ (HHS)
programs as well as the health and welfare of beneficiaries served by those programs. This
statutory mission is carried out through a nationwide network of audits, investigations, and
inspections conducted by three OIG operating components: the Office of Audit Services, the
Office of Investigations, and the Office of Evaluation and Inspections. The OIG also informs

the Secretary of HHS of program and management problems and recommends courses to
correct them.

OFFICE OF AUDIT SERVICES

The OIG’s Office of Audit Services (OAS) provides all auditing services for HHS, either by
conducting audits with its own audit resources or by overseeing audit work done by others.
Audits examine the performance of HHS programs and/or its grantees and contractors in
carrying out their respective responsibilities and are intended to provide independent
assessments of HHS programs and operations in order to reduce waste, abuse, and
mismanagement and to promote economy and efficiency throughout the Department.

OFFICE OF INVESTIGATIONS

The OIG’s Office of Investigations (OI) conducts criminal, civil, and administrative
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unjust enrichment by providers. The investigative efforts of Ol lead to criminal convictions,
administrative sanctions, or civil money penalties. The OI also oversees State Medicaid fraud
control units which investigate and prosecute fraud and patient abuse in the Medicaid program.

OFFICE OF EVALUATION AND INSPECTIONS

The OIG’s Office of Evaluation and Inspections (OEI) conducts short-term management and
program evaluations (called inspections) that focus on issues of concern to the Department,
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reports generate rapid, accurate, and up-to-date information on the efficiency, vulnerability,
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EXECUTIVE SUMMARY

PURPOSE

This report describes the services provided to Medicare beneficiaries who rented
oxygen concentrators in 1991. We conducted this study to determine the nature and
extent of these services.

BACKGROUND
Medicare coverage of home oxygen care

Medicare allowances exceeded $660 million in 1991 for oxygen concentrator rentals.
Nationally, the average monthly allowance for stationary equipment including
concentrators was approximately $273.

Section 1861(S)(6) of the Social Security Act prescribes coverage of durable medical
equipment (DME) including home oxygen equipment and supplies under Medicare.
Medicare covers home oxygen care for beneficiaries who suffer from significant
hypoxemia (a deficiency in the amount of oxygen in the blood). The Health Care
Financing Administration (HCFA) manages the Medicare program.

Oxygen systems

The three primary oxygen systems are (1) oxygen concentrators, (2) liquid oxygen, and
(3) gaseous systems. Liquid and gaseous systems are administered directly to patients
using conventional tanks or cylinders.

Designed primarily for home use, oxygen concentrators are electrically powered
devices which provide long-term, life-sustaining supplemental therapy for patients with
inhibited pulmonary function, such as chronic obstructive pulmonary disease. The
devices provide a richer concentration of oxygen to the patient by separating
atmospheric gases from room air.

Concentrators require maintenance

The delivery of effective therapy embodied in home oxygen equipment implies that
suppliers perform services on an initial as well as a continuing basis to assure the
delivery of therapeutic care. Generally, patients using items such as wheelchairs and
hospital beds require little monitoring. In contrast, oxygen therapy patients typically
require more attention in the form of periodic services from the oxygen supplier.
Such services may include equipment monitoring and maintenance, emergency service,
and patient instruction and assessment.



The HCFA implemented changes in the processing of DME claims (including claims
for oxygen concentrator rentals) effective October 1, 1993. Under the new system,
suppliers must meet certain standards to obtain a billing number. However, the new

standards did not delineate minimum service requirements for beneficiaries receiving
home oxygen care.

Methodology

Using a 2-stage random sample, we selected beneficiaries in 8 Medicare carrier service
areas. The 8 service areas (referred to as States in this report) were Arkansas,
Georgia, Kentucky, New Jersey, North Carolina, Oklahoma, Pennsylvania, and
Wisconsin. Our beneficiary sample represents the total population of 220,371
Medicare beneficiaries who received oxygen concentrator therapy for at least 3 months
in 1991.

FINDINGS

Home Oxygen Concentrator Therapy Necessitates Support Services.

»  Oxygen concentrator usage necessitates that suppliers deliver services
periodically.

» A number of national organizations have established service standards for home
oxygen care.

» Standards implemented by national organizations detail specific practices
suppliers should meet, including guidelines for equipment and patient care.

Some Beneficiaries Receive Extensive Services While Others Receive Few Services.

»  About 77 percent of beneficiaries do not receive equipment monitoring services
every 30 days.

» Nearly half of all beneficiaries--47 percent--do not receive any patient care
evaluations or assessments from suppliers.

Many Beneficiaries Did Not Receive Services Endorsed By National Organizations.

» Many of the beneficiaries did not receive the recommended services endorsed
by two national organizations involved in respiratory treatment--the Department
of Veterans Affairs and the American Association for Respiratory Care.

Medicare Policies Contribute To The Wide Variation In Support Services.
»  Current Medicare policies do not delineate specific service requirements for

suppliers providing home oxygen therapy.
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» Beneficiaries may not be knowledgeable enough to select suppliers who provide
appropriate ongoing services.

RECOMMENDATIONS

We recommend HCFA produce a strategy to ensure that Medicare beneficiaries
receive necessary care and support in connection with their oxygen therapy. We offer
a range of options for HCFA to consider which include (1) educating providers and
beneficiaries about the kinds of services available and recommended by national
organizations, (2) promoting industry standards to ensure better and more consistent
supplier practices, and (3) setting minimum service standards by requiring suppliers to
meet accreditation, certification, or licensing requirements.

COMMENTS

We solicited and received comments on our draft report from HCFA and other
concerned organizations, which included the National Association for Medical
Equipment Services (NAMES), the Health Industry Distributors Association (HIDA),
the Health Industry Manufacturers Association (HIMA), and the American
Association for Respiratory Care (AARC). The full text of their comments can be
found in Appendix H.

The HCFA generally agreed with our recommendation, but preferred the first option
we presented. The NAMES, HIDA, and AARC agreed with our recommendation
and supported the establishment of more explicit service standards.

We appreciate the positive responses we received to our recommendation. Of all the
reviewers who commented on our recommendation, HCFA was the most cautious in
considering options for promotion of standards or setting minimum requirements.

The HCFA believes that supplier business standards, newly in place, will address some
of the problems we identified. While supplier standards can be used as a foundation
for required services, they are neither explicit nor comprehensive in adressing the
needs of beneficiaries on oxygen therapy.

The HCFA also expressed concerns about resources required to promote or set
standards. While we appreciate these concerns, we believe that innovative approaches
may be possible if HCFA pursues a productive partnership with concerned
organizations, such as those which commented on our report. The HCFA may wish to
explore these options in more detail with such organizations before committing to a
specific course of action.

We also encourage HCFA to consider ideas beyond those which we have laid out,
which might also accomplish the objective of ensuring beneficiaries receive needed
services. Again, collaboration with industry and beneficiary organizations might
identify some of those other approaches.
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INTRODUCTION

PURPOSE

This report describes the services provided to Medicare beneficiaries who used oxygen
concentrators in 1991. We conducted this study to determine the nature and extent of
these services.

BACKGROUND

Section 1861(S)(6) of the Social Security Act prescribes coverage of durable medical
equipment (DME) including home oxygen equipment and supplies under Medicare.
Medicare covers home oxygen care for beneficiaries who suffer from significant
hypoxemia (a deficiency in the amount of oxygen in the blood). The Health Care
Financing Administration (HCFA) manages the Medicare program.

The three primary oxygen systems are (1) oxygen concentrators, (2) liquid oxygen, and
(3) gaseous systems. Liquid and gaseous systems are administered directly to patients
using conventional tanks or cylinders.

On June 1, 1989, HCFA implemented a fee schedule reimbursement system for
oxygen equipment. This replaced the customary, prevailing, and reasonable charge
methodology process which governed DME reimbursements previously. The fee
schedules set reimbursement rates in four categories: stationary equipment, oxygen
contents, portable contents, and portable equipment. Within a carrier’s service area,
all items in each of the categories are reimbursed equally. The carriers developed the
rates (subject to yearly updates) based on 1986 supplier charge data. Medicare
allowances exceeded $660 million in 1991 for oxygen concentrator rentals. Nationally,

the average monthly allowance for stationary equipment including concentrators was
approximately $273.

Designed primarily for home use, oxygen concentrators are electrically powered
devices which provide long-term, supplemental oxygen therapy for patients with
inhibited pulmonary function, such as chronic obstructive pulmonary disease. The
devices provide a richer concentration of oxygen to the patient by separating
atmospheric gases from room air. Generally, patients qualify for oxygen concentrator

therapy if they have reduced pulmonary function measurable by blood gas analysis or
pulse oximetry testing.

Oxygen concentrators, unlike some other types of DME, deliver supplemental oxygen
therapy directly to the patient. Patients using home oxygen may be too il to leave
their homes; many literally survive from day to day because of the therapy delivered
by their oxygen equipment. Generally, patients using items such as wheelchairs,
walkers, and hospital beds require little monitoring once their equipment has been
delivered. In contrast, oxygen therapy patients typically require more attention.



Although HCFA states that these services are "an integral part of oxygen and DME
suppliers’ costs of doing business," the specific nature of these services is not
delineated. The HCFA also states, "Such costs are ordinarily assumed to have been
taken into account by suppliers (along with all other overhead expenses) in setting the
prices they charge for covered items and services."

Changes in Claims Processing Environment

There have been concerns about past practices by some DME suppliers since
Medicare’s inception. Such practices include (1) carrier shopping (essentially, billing
the carrier which has the highest reimbursement even though patients reside in a
different area), (2) using multiple supplier billing numbers to disguise unethical
billings, and (3) using telemarketing techniques to solicit supplies and equipment.

The HCFA implemented sweeping changes in the processing of DME claims
(including claims for oxygen concentrators) filed on or after October 1, 1993. The

changes were designed to counter abusive practices and streamline claims processing.
The changes included the following:

»  All existing suppliers had to reapply for Medicare billing numbers to a new
entity known as the National Supplier Clearinghouse (NSC). Among other

functions, the NSC investigates to assure that suppliers have only one billing
number.

» The phasing in of four DME regional carriers (known by the acronym

DMERGC:s) to process all DME claims as well as claims for orthotics and other
medical supplies.

» Suppliers must meet specified standards to obtain a billing number, such as the

repair and maintenance of rental items. (See Appendix A for a list of the
standards.)

» Suppliers found not meeting standards could have their billing numbers
revoked.

At the end of 1993, the supplier enumeration process under the new system was
incomplete. About 75 percent of an estimated 120,000 DME suppliers had been
enumerated, according to a HCFA representative.

Previous Office of Inspector General (OIG) Work

In 1987, we conducted a study comparing Medicare reimbursement for home oxygen
and oxygen equipment with amounts paid by non-Medicare payers. We found non-

' Medicare Carrier’s Manual, Section 5105.



Medicare payers had developed cost-effective reimbursement methods for home

oxygen which resulted in monthly payments as low as one-quarter the amount paid by
Medicare.

One of the non-Medicare payers mentioned in the report was the Department of
Veterans Affairs (VA). We contacted 122 VA hospitals and found all paid
substantially less than Medicare for home oxygen concentrators.

We found that VA hospitals have independent authority to decide which
reimbursement options are the most economical. About 73 percent of the hospitals
contacted provided home oxygen services through a competitive acquisition process.

We completed a study in 1990 centered on the medical necessity of oxygen
concentrators for Medicare beneficiaries. Entitled "National Review of the Medical
Necessity for Oxygen Concentrators,” we reported that one-third of the sample

beneficiaries in the study either did not need oxygen or did not need oxygen to the
extent billed.

A follow-up study completed in 1991, "Oxygen Concentrator Reimbursement:
Medicare and the Veterans Administration,” revealed that Medicare pays more than
twice as much for oxygen concentrators as the VA.

In another 1991 study entitled "Trends in Home Oxygen Use," we found that oxygen
concentrators were the most frequently used home oxygen delivery system during 1989.
Specifically, concentrators represented approximately 80 percent of Medicare
payments for oxygen therapy services.

METHODOLOGY

Using a 2-stage random sample, we selected beneficiaries in 8 Medicare carrier service
areas. The 8 service areas (referred to as States in this report) were Arkansas,
Georgia, Kentucky, New Jersey, North Carolina, Oklahoma, Pennsylvania, and
Wisconsin. Our original sample consisted of 275 Medicare beneficiaries representing
212 suppliers. These beneficiaries received oxygen concentrator therapy for at least 3
consecutive months in 1991, the most recent year available. Due to lack of supplier
documentation, the final sample includes 183 suppliers representing 244 beneficiaries.
This sample size allows us to project our results within +/- 1.2 percent to 12.3 percent
at the 90 percent confidence level, with the great majority of estimates made within
+/- 5 percent. Our beneficiary sample represents a total national population of

220,371 Medicare beneficiaries who received oxygen concentrator therapy for at least
3 months in 1991.

After we identified the suppliers who provided the oxygen concentrators, we wrote to
them requesting copies of their records for the 1991 rental periods for the sample

beneficiaries. We requested a copy of the original physician’s prescription and copies
of any written instructions supplied to the beneficiaries. We also asked each supplier



to complete a questionnaire detailing their company’s background, staff qualifications,
and practices on patient and equipment care.

Some beneficiaries received services from multiple suppliers during 1991. In these
cases, we decided to use the information from the suppliers with the longest rental
periods in our calculations. We did not attempt to determine why these beneficiaries
had more than one supplier.

We accepted written evidence of home services rendered. When a supplier did not
provide written evidence of services performed, we recontacted them to ask for such
documentation. Twenty-nine suppliers representing 31 beneficiaries were unable to
provide documentation. Reasons for lack of documentation include (1) no records
could be found, (2) records were lost or destroyed, and (3) failure to document
services performed. Since we were determined to use a conservative approach, we
excluded these cases from our sample. Their exclusion reduced our sample size to 183
suppliers representing 244 beneficiaries. Still, our reliance on documentation is a
limitation of our study since it is possible in some cases that services were rendered
but not recorded. Likewise, services which were documented may not have been
actually performed. Through follow-up calls with suppliers, visits with suppliers,
classifications of services, and removal of suppliers with no documentation from our
analyses, we attempted to minimize error in both directions.

We analyzed the information to determine the nature as well as the extent of services
rendered in 1991. We classified the services as either an equipment or a patient
monitoring service. Where documentation existed, we classified equipment set-ups as

equipment monitoring services. (An example of one supplier’s monitoring procedures
is contained in Appendix B.)

Many suppliers submitted documentation on services which did not involve equipment
or patient monitoring, such as disposable equipment drop-offs and equipment pick-
ups. These services were not included in our classifications of equipment and patient
monitoring services. (See Appendix C for examples of monitoring services.)

Patient education and training could be classified as either an equipment or a patient
monitoring service. Since we found this service typically contains elements relating to
patient care, such as assessing the patient’s capacity to operate the device, we
classified it as a patient monitoring service.

We contacted the oxygen supplier for clarification when we had questions about the
type of service rendered. We gave suppliers the benefit of the doubt by giving them
credit for performing a service if unresolved questions existed. A registered nurse with

an extensive background in pulmonary care acted as our consultant and assisted us
with the analyses.

We initiated the data calculations with a database of 244 beneficiaries. We divided
the beneficiaries into two subsets of data: (1) those who had zero monitoring services,



and (2) those with one or more services. We then grouped beneficiaries by the
number of billing months during 1991, from 3 to 12 months of service.

Some findings, such as the minimum and maximum number of days between services,
are based upon the number of days between monitoring services. These findings could
then be reported for those beneficiaries who had two or more services.

We based our analyses on a 30-day standard of service provision because suppliers bill
Medicare and receive reimbursements on a monthly cycle. Therefore, the 30-day cycle
with 60 and 90-day projections was both a logical and convenient standard to use to
assess services provided to beneficiaries. (See Appendix D for an illustration of the

calculations, statistical projections, and confidence intervals for percentages of
beneficiaries.) ‘

We visited a number of suppliers in different States to verify the validity of
documentation and the credentials of supplier staff. We also contacted 22
beneficiaries to verify the type and frequency of services provided.

We contacted other third-party payers in the selected States, including VA hospitals,
Medicaid State agencies, and private payers, to obtain their policies on services

provided to oxygen patients. We also obtained information from the DMERCs and
the NSC.

We met with a number of organizations, including the National Association for
Medical Equipment Services (NAMES)?, the American Association for Respiratory
Care (AARC), the Health Industry Distributors Association (HIDA), the Health
Industry Manufacturers Association, the National Board for Respiratory Care, ECRI
(an organization which tests medical equipment and supplies), and the National
Association of Medical Directors of Respiratory Care. The Food and Drug
Administration provided additional expertise on pertinent pulmonary equipment and
accepted respiratory care protocols.

Our review was conducted in accordance with the Quality Standards for Inspections
issued by the President’s Council on Integrity and Efficiency.

*Formerly known as the National Association of Medical Equipment Suppliers



FINDINGS

HOME OXYGEN CONCENTRATOR THERAPY NECESSITATES SUPPORT
SERVICES.

Oxygen concentrator usage in the home necessitates that suppliers deliver a wide array
of services on a recurring basis. Oxygen use obligates suppliers to perform these
services because of its relatively complex, clinical, and life-sustaining nature compared
to most other DME devices.

The importance of support services, such as equipment and patient monitoring, for
oxygen concentrator patients is critical for the proper functioning of the equipment as
well as the effectiveness of the therapy it provides.

National accrediting bodies establish service standards for home oxygen care.

Accrediting bodies such as the Joint Commission on the Accreditation of Healthcare
Organizations (JCAHO) and the Community Health Accreditation Program (CHAP)
outline equipment and patient care standards. The JCAHO has accredited oxygen
suppliers since 1988. In its 1993 manual, JCAHO requires oxygen suppliers to
perform ongoing routine and preventive maintenance with qualified staff. Such
maintenance must be documented. Approximately 27 percent of the responding
suppliers maintained JCAHO accreditation. About 50 percent of the suppliers stated
they were planning to seek accreditation in the future.

The CHAP also surveys and accredits home medical equipment companies. The
CHARP stipulates that suppliers must utilize qualified individuals to provide patient
education and training as well as periodic assessment of the equipment.
Professional organizations endorse service standards for home oxygen care.
Professional organizations such as the American Association for Respiratory Care
(AARC) advocate specific guidelines in patient and equipment care. For example,
one patient care guideline recommends that credentialed personnel:

»  visit/monitor patients at least once a month, and

»  assess patients, recommend changes in therapy, and instruct caregivers.

Equipment care guidelines recommend credentialed personnel:

» reinforce appropriate practices and performance by the patient and caregivers,
and



» assure that the oxygen equipment is being maintained in accordance with
manufacturers’ recommendations.

The National Association for Medical Equipment Services (NAMES), which
represents more than 2000 home medical equipment suppliers, has been active in
promoting service standards for the oxygen therapy industry. In a Consensus
Conference on Home Medical Equipment Services sponsored by NAMES in 1993, the
attendees stressed the desirability of frequent, "regularly scheduled visits" for home
oxygen patients. The workgroup advocated visits to stabilized concentrator patients
every 30 to 60 days. The NAMES’ Code of Ethics relating to services is in

Appendix E.

Equipment manufacturers issue service manuals containing recommended
maintenance activities for suppliers to perform at specified intervals. For example,
DeVilbiss (model MC44-90) advises suppliers to check audible alarm systems and
oxygen concentrations on a monthly basis. (See Appendix F for an example of
maintenance recommendations.) Healthdyne (models H-300 and BX-5000) prescribes
which maintenance functions should be classified by daily, weekly, monthly, and semi-
annual time intervals.

Some organizations support the use of concentrators equipped with indicators or
monitors. The indicators are warning systems to alert patients when the purity of the
concentrator output falls below therapeutic levels. These groups include the American
Saciety of Testing and Materials, a voluntary group which evaluates standards for
medical equipment, and ECRI, an organization which tests medical devices.

Payers mandate service requirements for beneficiaries.

Payers, including the Department of Veterans Affairs (VA) and Medicaid State
agencies, also delineate service requirements. The VA hospitals enter into legally
binding contracts with their suppliers. The contracts set clear standards for items such
as required equipment and accessories, patient education and training, frequency of
visits, emergency care, documentation of services, and patient assessment by qualified
staff. A typical example of required services is contained in Appendix G. (A separate
report will compare Medicare reimbursements and standards to the VA as well as
other third-party payers.) Georgia State Medicaid prescribes specific services which
suppliers must provide at no additional reimbursement. Georgia Medicaid
reimbursement for rental of concentrators includes disposable equipment necessary for

operation, a monthly trip for checking the equipment, and patient training and
instruction.

Some third-party payers (such as the Minnesota Medicaid program) mandate that
suppliers only use concentrators with an indicator to monitor the concentrator output.
Medicare has no policy on oxygen concentrator indicators or monitors.



SOME MEDICARE BENEFICIARIES RECEIVE EXTENSIVE SERVICES
WHILE OTHERS RECEIVE FEW SERVICES.

We found variation in the delivery of equipment and patient services to beneficiaries.
Some beneficiaries received extensive and periodic services, while other beneficiaries
received services on an erratic basis.

. Equipment monitoring services

Equipment monitoring services include checking concentration levels, changing and
cleaning filters, and assuring the integrity of alarms and back-up systems.

Oxygen equipment must be maintained regularly to ensure the effectiveness of home
oxygen therapy. Unclean filters, for example, can affect the purity of a concentrator’s
output resulting in less than therapeutic or even harmful therapy for the patient.
Moreover, prolonged delivery of less than therapeutic levels of concentrator output
can result in hypoxia (a reduction of oxygen in body tissues below normal levels). In
severe cases, hypoxia leads to death of tissue cells. In less severe degrees, hypoxia
causes depressed mental activity and muscle weakness. Clinically, such a patient

exhibits decreased energy, shortness of breath, and cyanosis or a bluish skin
discoloration.

As Table 1 indicates, 8 percent of the sample beneficiaries did not receive any
equipment services. We projected this figure to the number of beneficiaries
nationally. Of the 18,024 beneficiaries who did not get any equipment services,
65 percent had been renting oxygen concentrators for 6 months or longer.

Percent of Beneficiaries Receiving Equipment Services in 1991

Table 1.
Beneficiaries With 0 Services 8%
18,024
Beneficiaries With One or More Services i 92%
: 202,347
Total Beneficiaries Nationally . 100%
. 22037

For the remaining 92 percent of sample beneficiaries who got one or more equipment
services, we conducted further analyses. We calculated how often they received one
service based on 30, 60, and 90-day cycles. These cycles correspond with the 30-day
billing periods and various standardized time periods as advocated by many
organizations involved in respiratory care.




As Graph 1 illustrates, about 25 percent of these beneficiaries received an equipment
service every 30 days. Almost 47 percent received a service every 31 to 60 days.
Another 18 percent got one service every 61 to 90 days, while 10 percent received an
equipment service every 91 or more days.

Graph 1.

How Often Beneficiaries
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*Beneficiaries Who Receive One or Mote Services

To display the variation in the amount of time between equipment services, we
examined the number of days between services for beneficiaries who had two or more
services. We grouped the beneficiaries by the number of months they had been using
oxygen therapy. As Table 2 indicates, a wide range in the number of days between
services exists in each billing category. For example, one beneficiary who used oxygen
therapy for 12 months waited 223 days between equipment services, while another
beneficiary who also used oxygen therapy for 12 months received an equipment service

2 days following a previous service. This variation exists in each of the billing
categories.




Maximum and Minimum Number of Days Between Equipment Services*

Table 2.

Number of Billing 3 | 4
Months for
Beneficiaries

Highest Number of | 58 | 62
Days Between
Equipment Services

108

84

109 | 91

237

153 | 136

223

Lowest Number of 5 3
Days Between
Equipment Services

10

10

14

12

16

*Includes Only Beneficiaries Who Received Two or More Equipment Services

Patient monitoring services

Although Medicare does not provide additional reimbursement for clinical patient
services in home oxygen care, many suppliers provided these services and evaluations
along with equipment monitoring services. Examples of patient monitoring services
include taking vital signs, testing pulse oximetry, instructing the patient in proper self-
care as well as routine equipment care, and evaluating symptoms such as breath
sounds, sputum production, and skin color.

Nearly half (47 percent) of the sample beneficiaries received no patient services, as
shown in Table 3. This percentage represents 102,665 beneficiaries nationally. Of
these beneficiaries, almost three-quarters were on oxygen therapy for 6 to 12 months.

Percent of Beneficiaries Receiving Patient Services

Table 3.
Beneficiaries With 0 Services 47%
o 102,665
Beneficiaries With One or More Services . 53%
117,706
| Total Beneficiaries Nationally 100%
220,371
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For the remaining beneficiaries who got one or more patient services, we calculated
the frequency of services based on 30, 60, and 90-day cycles (refer to Graph 2).
About 15 percent of these beneficiaries received one service every 30 days. Forty
percent of these received one patient service every 31 to 60 days, while about 19
percent had one patient service every 61 to 90 days. Approximately 26 percent
received one patient service every 91 days or more.

Graph 2.

How Often Beneficiaries

Received One Patient Service*
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As with equipment services, the time between patient services varied widely. We
calculated the amount of time between patient services for beneficiaries who received
two or more services. We arrayed these beneficiaries according to the number of
months they had been using oxygen therapy. As Table 4 shows, a wide range in the
number of days between services exists within each billing category. One beneficiary
who had been on oxygen therapy for 12 months waited 334 days between patient
services, while another beneficiary, who had also used oxygen for the entire year,
received a service one week following the previous service.
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Maximum and Minimum Number of Days Between Patient Services*

Table 4.

Number of Billing 3 |4 |5 |6 |7 |
Months for Beneficiaries .

Highest Number of Days | 49 |55 |51 [82|106 |92 | 190 |86 | 111|334
Between Patient Services

| Lowest Numberof Days | S |12 |1 |7 |4 [2 |6 |25 |22 |7
| Between Patient Services

*Includes Only Beneficiaries Who Received Two or More Patient Services

MANY BENEFICIARIES DID NOT RECEIVE SERVICES ENDORSED BY
NATIONAL ORGANIZATIONS.

Many beneficiaries in our sample did not receive equipment or patient care as
specified in guidelines advocated by national accrediting bodies, professional
organizations, and third-party payers.

Equipment service guidelines for 77 percent of the sample beneficiaries did not meet
the standards set by the VA and AARC, both of whom recommend monthly
equipment monitoring services.> We found 34 percent of the sample beneficiaries did
not receive services according to NAMES’ standard, which advocates one equipment
service every 60 days. As Table 5 indicates, the percentages represent a projected
number of beneficiaries in the nation who did not receive equipment services
according to national standards set by these organizations.

Ninety-two percent of the sample beneficiaries did not receive the patient care
services recommended by the VA and AARC, which advocate a patient monitoring

service every 30 days. About 70 percent did not meet NAMES’ guidelines, which
recommend a patient service every 60 days.

? To calculate the figures for Table 5, we first added the number of projected
beneficiaries who received zero services and the projected number of beneficiaries
with one or more services who fell into appropriate 30-day cycles. We then divided
this sum by the total beneficiary population.
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Percent of Beneficiaries Whose Oxygen Therapy Services
Did Not Meet Recommended National Standards*

Table 5.

Source Standard | Equlpment | Pa

~ Services |
Department of Veterans i 1 service every 71.4% 92.1%
Affairs 30 days 170,535 202,911
American Association for 1 service every 77.4% 92.1%
Respiratory Care 30 days 170,535 202,911
National Association for 1 service every 34.3% 70.5%
Medical Equipment Services 60 days 75,602 155,412

*Total population of Medicare beneficiaries nationally who use oxygen concentrators in 1991=220,371.

Many suppliers cited various reasons for not providing services. One supplier reported
that he occasionally "overlooks" patients. He encouraged patients to contact his
company if no visits had been made for a couple of months. We contacted another
supplier who had not submitted any documentation and asked if this was an
inadvertent omission on his part. The supplier said the beneficiary lived too far away
to visit and stopped by occasionally to pick up filters and tubing to do his own
maintenance. These practices conflict with JCAHO guidelines which recommend
periodic maintenance services conducted and documented by a qualified person.

MEDICARE POLICIES CONTRIBUTE TO THE WIDE VARIATION IN
SUPPORT SERVICES.

We believe that the lack of standards or financial incentives for support services in
1991 contributed to the wide variation in services which our analysis found. Since
there were no mandatory standards for suppliers set by Medicare and no payment
consequences for different levels of service, both the quality and quantity of services to
Medicare beneficiaries differed from one supplier to another.

Even though HCFA implemented business standards as part of its new claims
processing system, they have not detailed specific service requirements for
beneficiaries receiving home oxygen therapy. There are no provisions regarding type
or frequency of services that should be rendered, record-keeping practices, emerge