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Patients requiring home oxygen (O2) therapy must meet the following guidelines for necessity.  All of the following are required; any variance must be documented by the physician as medically necessary:

1. The physician has determined that the patient has a severe lung disease or hypoxia-related symptoms that might be expected to improve with oxygen therapy.

2. The diagnosis for which the O2 is required.

3. The O2 flow rate and route (nasal cannula, mask, etc.) as prescribed by the physician.  

4. The frequency and duration of use (i.e. 2L/min, 12 hrs per day, etc) and estimated duration of need (3weeks, 6 months, lifetime).

5. There are three groups of covered patient blood gas values:

A. Group 1

(1) An arterial PO2 at or below 55 mm Hg or an arterial oxygen saturation at or below 88%, taken at rest.  Oxygen use is approved up to 24 hours per day, or

(2) An arterial PO2 at or below 55 mm Hg or an arterial oxygen saturation at or below 88%, taken during sleep for a patient greater than those levels while awake.  Oxygen is approved for nocturnal use only, or 

(3) An arterial PO2 at or below 45 mm Hg or an arterial oxygen saturation below 83%, taken during sleep.  This condition is associated with symptoms or signs attributable to hypoxemia (e.g. cor pulmonale, “P” pulmonale on EKG, documented pulmonary hypertension and erythrocytosis).  Oxygen is approved for nocturnal use only, or

(4) An arterial PO2 at or below 55 mm Hg or an arterial oxygen saturation at or below 88%, taken during exercise for a patient who demonstrates an arterial PO2 at or above 56 mm Hg or an arterial oxygen saturation at or above 89% taken during rest.  Oxygen use is approved for exercise only.

B. Group II:

(1) An arterial PO2 of 56 to 59 mm Hg or an arterial oxygen saturation of 89% if one of the following also exists:

a. Dependent edema suggesting CHF

b. Pulmonary hypertension or cor pulmonale, determined by measurement of pulmonary artery pressure, gated blood pool scan, echocardiogram, or “P” pulmonale on EKG (P wave greater than 3 mm in standard leads II, III or AVF), or

c. Erythrocythemia with a hematocrit greater than 56%.

C. Group III:

(1) An arterial PO2 at or above 60 mm Hg or arterial oxygen saturation at or above 90% if additional documentation substantiates medical necessity in the individual case.  This coverage group is rarely if ever considered medically necessary.

A PORTABLE OXYGEN SYSTEM is covered if the patient is mobile within the home; it is no longer necessary to document the patient’s specific exercise or activity program.

Special Criteria:

1. DME suppliers may not perform the blood gas or arterial saturation tests used to demonstrate coverage.

2. Physician or physician employee must complete the 484 CMN form.

OXYGEN SYSTEMS

Patients qualifying for home oxygen therapy will be issued a concentrator with tubing sufficient to allow them to move throughout their homes.  A portable E tank and cart will be issued for mobility and backup of the concentrator.  

Oxylite systems deliver O2 in a pulsed frequency and are dependent on the rate of respiration and depth of inspiration.  These systems will not be approved.  

Liquid O2 systems are not covered.

Helium for home use is not covered.   
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