Department of Veterans Affairs                     
Network Memorandum 10N2-38-03                               

VA Healthcare Network                                                 
 June 2, 2003

Upstate New York


HOME OXYGEN AND RESPIRATORY THERAPY 

EQUIPMENT PROGRAMS
 1.  PURPOSE:  Veterans Healthcare Network Memorandum establishes Network policy pertaining to the administrative and medical criteria/management of the Home Oxygen and Respiratory Therapy Equipment Programs.

2.  POLICY:   Medical facilities of VISN 2, through Prosthetics and a commercially available home oxygen vendor, working in accordance with JCAHO regulations will provide home oxygen and respiratory therapy equipment and services to eligible veterans that meet the administrative and medical criteria for requested services.  The local Respiratory Therapy/Oxygen Committees at each medical center, in conjunction with the home oxygen vendor, are responsible for the local administration/ oversight of medical, quality and risk management of the program.  The VISN Home Oxygen Committee is responsible for reviewing local quality and risk management elements and providing VISN level oversight for the home oxygen and respiratory equipment programs.
3.  RESPONSIBILITY:    
a.  The Network Medical Director and Prosthetic Network Manager 

1.  Delegate the management and administration of the Home Oxygen/Respiratory Therapy Equipment Program to include VISN and Local Home Oxygen Committees for program review and monitoring. 

2.  The Network Medical Director or designee is responsible for serving as Chairman of the VISN Home Oxygen Committee and ensuring that the local Home Oxygen Committees are chaired by medical staff and where possible, chaired by a physician responsible for respiratory care services.    
3. The Network Prosthetics Manager or designee is responsible for 

serving as the Coordinator of the VISN Home Oxygen Committee and ensuring 

that the local Home Oxygen Committees are coordinated by a Prosthetic 

Representative. 
b.
VISN Home Oxygen Committee 
1.  Provide VISN level oversight and review of the home oxygen and respiratory equipment programs.

2.  Review local home oxygen committee reports/home 

oxygen data, assessing program effectiveness, efficiency, and making 

program and policy recommendations.   

3. Develop the statement of work and provide recommendations to the 

Network Contracting Activity regarding the home oxygen contract(s) including 

option year renewals.  

4. Explore opportunities to improve processes to enhance quality of care 

and reduce costs. 
c.
Respiratory Therapy/Oxygen Committee (Local) 

1.  Review the local administrative and clinical aspects of the Home Oxygen and Respiratory Therapy Equipment Program in relation to meeting patient needs and ensure that patients receive appropriate care, needed home oxygen equipment/supplies, and follow-up in a timely manner. 


2.  Review and report on the administrative/clinical monitoring, evaluation data (including random home visits, on-site inspections of contractor, patient satisfaction and quality improvement data provided by the contracted home contractor), and local actions to the VISN Home Oxygen Committee and the local Medical Staff Executive Committee on a quarterly basis.   The quarterly report will reflect review and status of quality and risk management compliance with VHA, VISN 2, and external regulatory agency requirements and include a summary of any contractor compliance issues and recommendations for changes in program or policy relative to the home oxygen and respiratory therapy equipment program. 

   
d.  Local Prosthetic Representative or designee  

1.  Coordinate administrative aspects of the contract home oxygen 

program.
2.  Determine veteran eligibility for home respiratory care.

3.  Purchase equipment for issuance to eligible veterans per applicable VHA Handbooks and Directives.  

4. As Fund Control Point Official, responsible to review and approve 

payments for liquid oxygen and cylinder tank fills and refills, and all invoices reflecting charges associated with the home respiratory care program.

5. Conduct a minimum of (15) home visits annually with patients receiving 

home respiratory care through the Home Oxygen program.  Multidisciplinary teams consisting of clinicians and prosthetic representatives may conduct these random home visits.  

6. Ensure that the home oxygen software module is used appropriately to 

record transactions and expenditures.  This includes utilizing correct Budget Object Codes and Cost Centers.

7.  Serve as the Contracting Officer’s Technical Representative 

(COTR) for the home respiratory care contract.  Authorize the contractor to 

make delivery and set-up of appropriately prescribed equipment in accordance 

with the COTR delegation letter.

8.  Coordination point for contractor/vendor communications and billing of services, with Prosthetic funds being used for purchase &/or rental of DME items and oxygen costs and Medical Care Line funds for contracted clinical services.

9. Coordinate Home Oxygen services for patients traveling in the 

contiguous United States.  Patients will be instructed to notify the local Prosthetics section within five working days of their intent to travel.

      e.  Contracting Officer

1. Responsible for entering into, administering, and/or terminating 

contracts and making related determinations and findings such as yearly renewal options.  

2. Responsible for receiving information about and addressing contract 

performance issues.

     f.  Local Physician Director of Respiratory Therapy as a physician knowledgeable in the treatment of chest diseases/disorders and respiratory therapy equipment. 

1.  Provide local clinical oversight/direction for the home oxygen 

program.

2. Monitor and ensure the competency of local respiratory therapists 

and local execution of this policy.  

3. Provide expert consultation to providers in the interpretation of VHA 

and Network medical criteria for Home Oxygen and Respiratory Therapy 

Equipment in the residence.


 g.  Primary Care Provider (PCP) 
         1.  Provide medical evaluation of veteran patients under their care for initial home oxygen (attachment B) &/or respiratory therapy equipment in the residence using standardized practice guidelines.  Submission of a prescription by completing PCP portion of a Prosthetic Home Oxygen/Respiratory Therapy Medical Certification request (attachment A) (Electronic). 


2.  Provide medical re-evaluation, with documentation of indications and plan of care, of patient home oxygen/ respiratory therapy equipment needs at 1-3 months for new or short-term patients, semi-annual and annual for long-term patients.  This documentation should include oximetry readings with and without 

oxygen and /or exercise to justify continued oxygen need. Submission of a 

prescription by completing PCP portion of a Prosthetic Home Oxygen/

Respiratory Therapy Medical Certification request (attachment A) (Electronic) to 

renew, revise or discontinue as needed with a minimum of such order annually 

for only home oxygen, BIPAP S/T (Spontaneous Timed), and home ventilator 

patients.  Annual prescription renewals are not needed for other respiratory 

therapy equipment and supplies including, but not restricted to CPAPS and 

BIPAPS.

3.  Ensure that home oxygen and respiratory therapy equipment orders 

are completed at least 24 hours prior to patient hospital discharge.

4. Refer patients requiring sleep study evaluation utilizing a Pulmonology 
consult rather than the Prosthetic Home Oxygen/Respiratory Therapy Medical 

Certification request.


5. Ensure that new CPAP/BIPAP patients being treated for sleep apnea 

are scheduled (with a clinician trained in sleep medicine) for follow-up 

appointments within ninety days of the patients receiving CPAP/BIPAP  

equipment.  The need for additional follow-up will be determined by the clinician.   

Existing CPAP/BIPAP patients will be scheduled for follow-up as needed and at 

the discretion of the primary care provider.  However, all patients are followed 

annually by their primary care provider.    CPAP/BIPAP patients do not require 

annual prescription renewals for equipment and supplies.


6.  Comply with the VHA directives and Network Policies that pertain to this program.

7.  Refer home oxygen/sleep apnea patients to the Respiratory Home Care Coordinator for providing education, support and expertise to patients as appropriate.  This would include patients that demonstrate increased learning needs regarding the Plan of Care.  
     h.  The Local VA Respiratory Therapy Leader or designee, acting as Respiratory Home Care Coordinator of the Program.

1.  Provide local VA clinical review of the contract home oxygen program.  

2.   Provide Clinical Initial therapeutic evaluation, per therapist protocol (attachment C) and VHA COPD Clinical Guidelines, with complete documentation on the electronic Prosthetic Home Oxygen/Respiratory Therapy Medical Certificate.  Therapist/designee will complete his/her portion with follow through to Primary Provider and Prosthetics.

3.  Consult with the PCP for patients that do not meet the VHA medical criteria for receiving home oxygen.  This includes the responsibility to contact the Expert Physician Reviewer (assigned by local Medical Center Chief of Staff) for approval/disapproval of the PCP request when the PCP is insistent of patient need.

4. Collaborate with contract/vendor clinician as the VA clinical contact for 

Home Oxygen/ Respiratory Therapy regarding the veteran patient medical concerns with follow through to patient and/or PCP. 


5.  Maintain a review process to monitor contractor clinical compliance with the contract home oxygen program.  Although not exclusive, some compliance areas that may be reviewed include completeness, timeliness, execution of VA plan of care, etc.  The outcome of the review will be shared with the local Respiratory Therapy/Oxygen Committee for discussion and incorporation into committee minutes.  Compliance problems will be referred to the Contracting Officer for resolution.  

6. Authorize in the electronic medical record and communicate to 

Prosthetics, changes in type and quantity of equipment in the residence when 

patient’s medical condition warrants.

7. Provide education, support and expertise to patients as appropriate 

including those patients that demonstrate increased learning needs 

regarding the Care Plan and communicating same to the PCP.  

i.  Contract Vendor 

1.  Provide equipment and services per VA prescriptions, contract, and in compliance with applicable laws and regulations including compliance with Joint Commission on Hospital Accreditation of Healthcare Organizations standards (JCAHO).  

2.   Submit complete invoiced bills for services ordered.  Delivery tickets with patient/family signature will be required for oxygen purchases.

3.  Contact Local VA Respiratory Therapy directly (within 24 hours or 

less) for medical/equipment changes that are of an urgent nature.   This would 

include informing of equipment malfunctions.
4.  Conduct a VA acceptable Patient Satisfaction Survey with a  
random sample of at least ten percent of veteran beneficiaries and/or caregivers, 

quarterly.  Patient responses will be submitted directly, to the Network Prosthetic 

Manager for appropriate distribution.

5. Initiate patient/family education and issue educational 

handouts specific to patient Home Oxygen/Respiratory Therapy equipment 

needs, as appropriate.  Ensure that all patients have signed the VA  “Agreement 

To Adhere to Safety Guidelines” and “Compliance With Clinical Appointments” 

forms at time of initial visit. 

6.  Assist with coordination of discharge planning of patients requiring 

independent residence placement on ventilators.  This includes having vendor’s Respiratory Therapist being an active member of the patient /family education process before discharge. 

7.   Provide a sufficient number of complete portable oxygen systems

to the Network medical sites for utilization with new oxygen patients being discharged home. 



8. Respond within a four (4) hour time frame for any equipment 

malfunctions.   This includes replacement of equipment if needed.
4.  PROCEDURES:
a.  Primary Care Provider
1.  Initiate/complete their portion of Prosthetic Home Oxygen/Respiratory Therapy Medical Certification consult/overprint (attachment A) for initial, renewal, and discontinuation of services. (computerized).  NOTE: Established home oxygen patients who are admitted to the hospital, will require a home oxygen renewal. (Outpatient drugs are canceled on admission).  
2. Inform patients who smoke of the availability of smoking cessation 

programs/facilitate referrals as appropriate and document communication in 

patient electronic medical record.

3. Complete Home oxygen and respiratory therapy equipment orders at 

least (24) hours prior to patient hospital discharge.

     b.  Local VA Respiratory Therapy Leader or designee
1.  For new and renewal orders, complete the Respiratory Therapy 

Section of request that determines medical/ therapeutic criteria/equipment. 

(attachment A, B & C).  The completed “recommended equipment” section will 

specify equipment requirements such as concentrator, type and number of tanks.  

If the number of tanks required isn’t known, the comment, “not to exceed thirty

tanks per month without VA authorization” will be noted.  

2. For interim changes in equipment requirements, attach an electronic  

comment to the most recent Certificate of Medical Need (CMN) and forward/print 

 to Prosthetics.  The comments will specify the equipment to be provided.  

Communicate with the PCP as necessary to clarify medical and /or equipment 

issues. 


    3.   For new and renewal orders, complete the Prosthetic Home 

Oxygen/Respiratory Therapy Medical Certification and print the request to 

Prosthetics for processing (electronic).   

  4.   When indicated, forward CMN to site where patient receives
his/her primary care.  Work with the primary care site’s Respiratory Therapist 

and Prosthetics so that appropriate arrangements are made for community set-

up, (specifying equipment and medical orders) and VA follow-up.



5.  Maintain a review process to monitor contractor clinical compliance 

with the contract home oxygen program.  Although not exclusive, some 

compliance areas that may be reviewed include completeness, timeliness, 

execution of VA plan of care, etc. The outcome of the review will be shared with 

the local Respiratory Therapy/Oxygen Committee for discussion and 

incorporation into committee minutes.  Compliance problems will be referred to

the Contracting Officer for resolution.

    c.    Local Prosthetic Representative or designee  

1.  Review new, renewal, and interim equipment orders for complete 

information.   When orders are incomplete, call and refer the order back to Local 

VA Respiratory Therapy Leader or designee for completion.  

2. Call and fax complete Prosthetic Home Oxygen/Respiratory Therapy 

Medical Certification to the contracted vendor as indicated. Refer the Vendor to 

local VA Respiratory Therapy for clinical questions as necessary.

3. Enter data into appropriate VA computer programs for payment and 

monitoring purposes.

4. Process monthly billing for contracted services.   Monitor to ensure that 

billing/payment authorization matches actual services rendered.  

 d.  Contract Vendor/Vendor Respiratory Therapist 
1.  When services are requested by VA, perform patient/family and safety evaluations, equipment/clinical education and equipment /clinical assessments (to include pulse oximetry at each oxygen visit) within 24 hours of initial set-up in the patient residence.   All documentation will be entered into the VISN 2 electronic medical chart within three work days of initial visit.

At a minimum, patients will be seen as follows:   
a. New home oxygen patients

· Within (24) hours of initial set-up notification or within 

(4) hours in an emergency and

· Within (1) month and 

· Within (6) months, and then, annually (every 12 months).
   b. Clinically stable home oxygen patients 

· Annually

  c.  New CPAP/BIPAP patients

· As requested by VA. 

    d.  Established CPAP/BiPAP patients

· As requested by VA.
    e.  Home Ventilator patients

· Initial set up, and then, monthly.                                              

  f.   BIPAP Spontaneous/Timed (S/T) patients 


· As requested by VA

2. Collaborate with the VA Respiratory Therapy Home Care Coordinator 

(clinical contact for Home Oxygen/Respiratory Therapy) regarding patient medical care concerns.  



3. Notify local VA Respiratory Therapy and Prosthetics within (24) 

hours, when they are aware that a patient has died, been hospitalized, or moved.  

e.  Procedures for managing patients receiving respiratory services under contract but who do not have any scheduled VA follow-up appointments or have had appointments scheduled with PCP but have been no show over the past year.

· A certified return receipt requested letter will be sent to the patient advising the patient of the need for at least annual, clinical evaluation by a VA PCP if the patient desires to have home oxygen services paid for by the VA.  The letter will state that if the patient fails to schedule an appointment or fails to show up for the appointment, and does not contact the Respiratory Therapist contact person noted in the letter, the VA may discontinue the home oxygen and/or home respiratory care.    

· The patient will be given ninety days from the date of the discontinuation letter to be seen by his/her PCP.   The patient will be informed that if there are circumstances beyond the his/her control that prevents scheduling an appointment or making the scheduled appointment, it is necessary for the patient to contact the Respiratory Therapist to request an extension of the contract arrangements.   A VA contact person and telephone number will be identified in the letter.

· If the patient fails to schedule an appointment or fails to show up for the appointment, and does not contact the Respiratory Therapist contact person noted in the letter, the Respiratory Therapist contact person will inform the Prosthetic Representative and the PCP.  The PCP will authorize the Contractor to perform an assessment to determine the respiratory status of the patient.  The results of the assessment will be communicated to the patient's VA PCP.  The VA PCP may then, make a determination regarding the need for the continuation of VA authorization for home oxygen services. 
5.  REFERENCES:
a. VHA Directive 2001-057 September 19, 2001; Home Oxygen

Therapy Program.
b. VHA Handbook 1173.13 Home Respiratory Care Program

c. Home Oxygen Program Guide: Vol. 2, January 1994, National Center for Cost Containment, Department of Veterans Affairs

d. “ATS Statement: Standards for the Diagnosis and Care of Patients with Chronic Obstructive Pulmonary Disease;”  Respiratory and Critical Care Medicine: vol.152, No.5, Nov. 1995 (Supplement)

e. VHA Clinical Practice Guideline for the Management of Persons with a Chronic Obstructive Pulmonary Disease or Asthma; Version 1, Nov. 17, 1997.

         f.    Regulations of the Commissioner of Education, New York State, Paragraph (7), Subdivision (a), Section 63.6.
6.    RESCISSIONS:   Network Memorandum 10N2-38-00, January 4, 2000.

7.    FOLLOW-UP RESPONSIBILITY:  VISN Home Oxygen Committee Chair: Brydon Grant, MD (716) 862-8635.  VISN Prosthetic Manager:  Douglas Williams (716) 862-8686

8.   AUTOMATIC RESCISSION DATE:  June 2, 2006.

 







Signed 8/4/03//

WILLIAM F. FEELEY

Network Director

ATTACHMENTS: A, B, C, D, E, F

DISTRIBUTION: VISN 2 Network Care Line Managers



     VISN 2 Local Care Line Managers

                    VISN 2 CBOC sites



     VISN 2 Local VA Respiratory Therapy Sections



     VISN 2 Medical Staff



     VISN 2 Prosthetic Staff

Requesting Practitioner MUST complete as applicable (#1-8)

CERTIFICATION:   __Initial     __Revised     ____Renewal

1. DIAGNOSIS:  (With ICD-9-CM Codes): 

2. I last examined this patient for this condition on: ____/____/_____

3.  OXYGEN INDICATION/JUSTIFICATION:
· PaO2 <55mmHg/ O2 Saturation <88%  (Room Air)

· PaO2 56-59mmHg or 89% Sat with _____Cor pulmonale                                                       _____Erythrocytosis (Hct > 56%)

· PaO2 > 60mmHg or O2 Sat > 90% (give compelling medical justification)________________________________________________________
4. LAST ABG/ O2 SAT %: Date:_______  FIO2%:______________

PH.: ______ PaCO2: _______ PaO2: _____  or  O2 Sat: _______% CoHb: ____%

___At rest      ___Walking    ___Sleeping    ___Exercising    _______________Other

5.OXYGEN DOSE REQUIRED:   

     NASAL FLOW: _________LIT/MIN              MASK: FIO2%: _________                                                      

     HOURS/ DAY TO USE: ___________ PORTABLE: YES_____ NO_____

6. SMOKER:  Yes: _____ No: ______ 

7.  RESPIRATORY THERAPY –HOME EQUIPMENT: CPAP/BiPAP ORDERS: (Attach study if not done at your facility)

· Documented nocturnal desaturation.       Study date: _____________________
· CPAP Pressure: Insp._______

· BiPAP Pressure: : Insp._______ Expire: ______ 

· Ventilator, volume (VT-_____,rate-_____ FiO2-_____% mode-_______ )

(NOT POST OFFICE BOX)

PRACTITIONER SIGNATURE: ______________________________________                                                              DATE: ___________

Pt Identification:  (Name & SSN):

VA RESPIRATORY THERAPY SECTION: 
1.   MEETS MEDICAL CRITERIA: YES_________ NO ______________

Remarks: ____________________________________________________________________

____________________________________________________________________________ 

2. PATIENT /FAMILY EDUCATION: MANDATORY 

  ( Disease Process (Requiring Equipment)

· Patient Rights & Responsibilities (Attachment D)

· Vendor Oxygen Handbook  &/or Equipment Manufacturer Literature

· Assessment of Patient/Family support for treatment prescribed
3. PATIENT/FAMILY SUPPORT   (Living arrangements if different from address of record): Family/friend contact: __________________________________

Address: ______________________________________________________________             __________________________________ Phone: _________________

4.  RECOMMENDED/ISSUED EQUIPMENT:

· Oxygen Concentrator  _______________Portable:  B cyl   C cyl   D cyl  E cyl

·  Liquid system _____ w/portable walker        Oxygen Conserver:__________

·  Other Oxygen:_______________________________________________________

· CPAP/ BiPAP:  Manuf :___________Serial #:____________ Humidifier:  Y  N

·  Mask: (type & Size):___________________________________________________

·  Ventilator, volume, portable : Manf:____________  Serial #: _____________
Equipment Comments: _____________________________________________________________________________

_____________________________________________________________________________

APPROVED:____________________   DISAPPROVED: _____________________

REMARKS:_________________________________________________________________          

VAMC RESPIRATORY THERAPIST (or Designee): 

________________________________________DATE:_______________

When applicable:

Vendor notified (date & time): __________________________________________

Person contacted:  _______________________________________________________

Prosthetic Representative/designee:_______________________________________  Date:______________

Pt Identification (Name & SSN): 



































PATIENT RIGHTS AND RESPONSIBILTIES

RESPIRATORY THERAPY HOME CARE

You are eligible for VA Respiratory Therapy Home Care. In accepting the VA’s assistance with equipment and expenses you agree to the following:

Your Rights in the VA Respiratory Therapy Home Care Program:

1. Be given information about your rights and responsibilities for receiving VA Respiratory Therapy Home Care Services.
2. Be given appropriate and professional quality home services without discrimination against race, color, religion, sex, national origin, sexual orientation, handicap or age. 

3. Be treated with courtesy and respect by all that provide home care to you under this program.

4. Be free from physical and mental abuse and neglect.

5. Be given proper identification by name and title by everyone who provides oxygen/equipment services to you.

6. Receive a timely response regarding any request for home care services under this program.

7. Be given privacy and confidentiality.

8. Participate in the development of your plan of care and be given an assessment and update periodically.

9. Voice grievances with and /or suggest changes in Respiratory Therapy Home Care services and/or staff without being threatened, restrained, or discriminated against.

10.   Be given information concerning the consequences of refusing treatment.

11. Refuse treatment within the confines of the law.

Your Responsibilities in the VA Respiratory Therapy Home Care Program:

1. Allow home care personnel in your residence for scheduled appointments/deliveries.

2. Be courteous to personnel providing the home care and keep scheduled appointments with them.

3. Keep your scheduled appointments in the medical clinics for evaluation of the need for continued Respiratory Therapy Home Care.

4. Follow your Practitioners and Home Care Respiratory Therapists Plan of Care and instructions in equipment safety/use.

5. Contact your local VA Prosthetics office within 5 working days of your intent to travel out of the area.  

6. Contact local VA Prosthetics if you no longer need VA respiratory services or equipment.

7. If you smoke and would like to quit, contact your primary care provider to request enrollment in a smoking cessation program.

8.  Patients on Oxygen **Not to Smoke -- smoking stops the benefits of oxygen therapy and is a fire hazard.  It is therefore, not allowed when oxygen therapy is in use.

VA HEALTHCARE NETWORK UPSTATE NEW YORK

Is committed to assuring quality care

 and a safe environment for patients.

VA Respiratory Therapy Home Care

Contracted Home Care Contact:      _________________________                    

Company: _______________________________________________         Address:_________________________________________________

                _____________________________________________

Phone:__________________________         

VA Respiratory Therapy Coordinator: 
______________________________  

Phone:  ___________

Local VA Prosthetics Contact: _____________________________         

Phone: ________________
AGREEMENT TO ADHERE TO SAFETY GUIDELINES

AND COMPLIANCE WITH CLINICAL APPOINTMENTS

Your healthcare provider has ordered Home Respiratory Therapy for you.  It is important that you follow all safety guidelines and keep all clinical appointments that are made for you to assist you in improving your health while receiving services through the VA Respiratory Therapy Home Care Program.

Please sign below indicating that you have been advised of the safety guidelines and your responsibilities in complying with regularly scheduled appointments with your healthcare provider managing your respiratory therapy home care.  If for any reason you cannot keep an appointment, please call your primary care clinic to reschedule your appointment as soon as possible.

I HAVE RECEIVED THE SAFETY GUIDELINES AND UNDERSTAND MY RESPONSIBITY IN FOLLOWING THEM.  I ALSO UNDERSTAND THE IMPORTANCE OF KEEPING ALL SCHEDULED APPOINTMENTS WITH MY HEALTHCARE PROVIDER AND WILL MAKE ARRANGEMENTS TO RESCHEDULE THE APPOINTMENT IF I AM UNABLE TO KEEP THE SCHEDULED APPOINTMENT.

IF I FAIL TO SCHEDULE A FOLLOW-UP MEDICAL APPOINTMENT OR HAVE NO VISITS WITH A PRIMARY CARE PROVIDER DURING A ONE YEAR PERIOD FROM DATE OF ORIGINAL RECEIPT OF EQUIPMENT, I UNDERSTAND THE HOME OXYGEN AND/OR HOME RESPIRATORY CARE MAY BE DISCONTINUED BY MY PROVIDER.

PATIENT’S SIGNATURE______________________________DATE_________

STAFF SIGNATURE___________________________________








APRIL 2003

Department of Veterans Affairs

 







      In Reply Refer To: 

Dear Mr./Mrs:

You are currently receiving home respiratory therapy.  However, our records indicate you have no appointments with and haven’t been seen by a VA medical care provider during a one- year period from the date you originally received the equipment.   

Respiratory therapy equipment, supplies, and services are provided through the VA home respiratory therapy program, as prescribed by a VA provider.    Clinical evaluations and regular medical follow-up are required to ensure you are receiving the best medical care for your condition and for VA to provide you with respiratory therapy equipment, supplies, and services.  

Please call the VA to make an appointment for VA medical care.  The appointment needs to be made so that you are seen by  (date-90 days from date of letter).  If you fail to schedule an appointment to be seen by a VA primary care provider by the date noted, or fail to show for the appointment time, the VA will no longer pay for your home respiratory therapy equipment, supplies, and services as of (date-one day past date noted above).   When this occurs, you will need to find another vendor to provide you these items and services at your own expense.   Additionally, you will be required to turn in any home oxygen equipment including tanks, regulators, carts, concentrators, etc.

If you have questions or there are extenuating circumstances that prevent you from making or keeping the appointment, it is necessary for you to contact us prior to (date).   Please call ___________,VA Respiratory Therapist at (ph#)   .

Sincerely,

_______________________M.D.

Physician Provider performing test: ____________________________________


                          Address: ____________________________________________


(Attach/fax if done at private clinic/hospital)








HYPOXEMIA


PaO2<55mm Hg, SaO2<88%


PaO2 55-59mmHg 


W/Cor Pulmonale, Erythrocytosis


On optimal Medical Management





Detected as 


Outpatient





PRESCRIBE OXYGEN


Goal: PaO2=60-65mmHg


Rest-Sleep-Exertion





TITRATE LITER-FLOW


To Goal at Rest


Exertion: add 1 L/min


Sleep: add 1 L/min





Titrate sleep liter-flow


8hr sleepSaO2> 90%





Titrate exercise liter-flow


Goal: Sa=O2> 90%





RECHECK ABG for PaO2 >60mmHg in 1-3 months if hypoxemia developed during an acute exacerbation; periodically, if hypoxemia discovered as stable outpatient.





If STABLE outpatient titrate liter-flow to assure PO2> 60mmHg





If RECOVERING from acute exacerbation titrate liter-flow or discontinue





ADJUST PaO2 > 60mmHg





Recovering from Acute Exacerbation





PATIENT ORDERED ON OXYGEN IN THE RESIDENCE





NASAL CANNULA OR 


TRANS TRACHEAL


0.25-5 LPM (FLOW) (6-24HRS/DAY)








YES                                    BASE UNIT IN HOME =


CONCENTRATOR


(1-5LPM CAPABLE)





NO


TRACH OR FACE MASK /5.5LPM OR GREATER


OR PRN USE


(VA RT & VENDOR RT TO CONFIGURE--


LIQUID / CYLINDERS / COUPLED CONCENTRATORS





PORTABLE UNIT REQUIRED








NO


OXYGEN 


COMPLETE





       OXYGEN 


ORDER SYSTEMS


COMPLETE.


INFORM PCP/PSAS








(NO)


1-4 LPM FLOW = E CYLINDER


4 LPM OR GREATER = LIQUID SYSTEM


(CONSULT W/VA RT, VENDOR RT AND PULMANOLOGIST FOR CANNULA CONSERVERS, ETC) 





(YES)


CYLINDER W/CONSERVER


1-5LPM/FLOW REQUIRED


OUT OF HOME-WORK, REHAB, ETC


10HRS OR MORE PER WEEK


(1-3LPM/FLOW = A-D CYLINDER 


3-6LPM/FLOW = D-E CYLINDER)





(NO)


DOES PATIENT MAINTAIN


SATURATION (SAO2%) 


WITH CYLINDER CONSERVER?





INFORM PCP &PSAS





YES:


SYSTEMS COMPLETE





E CYLINDER W/STANDARD REGULATOR


1-3LPM/NASAL CANNULA


OUT OF HOME PRN FOR MD APPT. ETC


10 HRS OR LESS PER WEEK








YES


CONFIGURE SYSTEM








PAGE  
1

