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The Centers for Medicare and Medicaid
Services (CMS) has finalized its revisions
to Medicare policy regarding the use of
continuous positive airway pressure
(CPAP) in the treatment of obstructive
sleep apnea (OSA). Effective for services
furnished on or after April 1, 2002, the use
of CPAP devices are covered under
Medicare when ordered and prescribed by
a physician for adult patients with OSA if
either of the following criteria using the
Apnea-Hypopnea Index (AHI) are met:
AHI=15 events per hour, or AHI=5 to 14
events per hour with documented symp-
toms of excessive daytime sleepiness,
impaired cognition, mood disorders or
insomnia; or documented hypertension,
ischemic heart disease or history of stroke.
The AHI is equal to the average number of
episodes of apnea and hypopnea per hour
and must be based on a minimum of two
hours of sleep recorded by polysomnogra-
phy, using actual recorded hours of sleep
(i.e., the AHI may not be extrapolated or
projected). This policy may be viewed at:
www.hcfa.gov/pubforms/06_cim/ci60.htm
under the Medicare Coverage Issues
Manual, Section 60-17.

The manual states that the old policy of
30 episodes of apnea, etc., is in effect for all
claims through March 31, 2002.

Effective January 1, 2002, Medicare
also added two new HCPCS codes for two
old respiratory devices:

� E0481-Intrapulmonary Percussive
Ventilation (IPV) System and relat-
ed accessories. IPV is the device/ther-
apy invented by Dr. Forest Bird and
distributed through his company,
Percussionaire. It is a high frequency
device (100-300 cycles /minute)
administered as a breathing treatment.
It is used for hyperinflation, alveolar
recruitment and airway clearance. This
device has been available for a number
of years (beginning in the late 80s,
early 90s), but has struggled with
Medicare for a code. It has been used
in COPD, cystic fibrosis, bronchiecta-
sis, neuromuscular, chronic ventilation
and other disorders with hypoventila-
tion and secretion management issues.

� E0482-Cough Stimulating Device,
alternating positive and negative
pressure. This description refers to the
Emerson In-Exsufflator or Cofflator,
which is distributed by Respironics
and Emerson. This, again, is a device
invented by Jack Emerson a long time
ago and reintroduced for mucus clear-
ance, primarily in neuromuscular dis-
orders. "

The AARC Online Buyer’s Guide
Your Ultimate Resource for Respiratory Product Information

http://buyersguide.aarc.org

According to the Joint Commission on
Accreditation of Healthcare Organizations,
home care organizations that perform
oximetry - regardless if it�s one time or on
an ongoing basis - will be surveyed under
the Clinical Respiratory standards. This
means that an appropriate order must be
received (standard TX.2) and the procedure
must be performed according to correct
protocol. The Joint Commission does point
out, however, that a single oximetry test

does not require the assessment and ongo-
ing care planning and procedures that may
be required for other clinical respiratory
patients. 

To find out more, consult Understanding
Clinical Respiratory Services, the JCAHO
booklet on eligibility requirements and
applicable standards. Copies are available
by calling Bob Floro, associate director,
Home Care Accreditation Program, (630)
792-5741, or emailing: rfloro@jcaho.org. "
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The introduction of prospective payment
for skilled nursing facilities sent many of the
nation�s for-profit nursing home chains into a
tailspin. According to a recent article in
Modern Healthcare magazine, five of the ten
largest firms had ended up in bankruptcy
court by January of last year. Now two of
those companies have emerged from the
shadows and the other three should be
pulling out soon. 

Kindred Healthcare, formerly Vencor,
emerged from Chapter 11 in April of 2001,
followed closely by Genesis Health Ventures
in October of last year. The magazine reports
that Sun Healthcare Group appears ready to
successfully complete its reorganization

sometime this spring. That leaves only
Integrated Health Services and Mariner Post-
Acute Network still struggling to find their
way.

Why did these companies fail? The article
admits that reimbursement woes had a lot to
do with their collapse, but emphasizes that
money alone didn�t bring them down. The
bold acquisition strategies pursued by these
companies in the go-go �90s are being
blamed as well. Under pressure from the
investment community, they simply grew too
rapidly and were unable to assimilate their
new holdings fast enough or repay their loans
in a timely manner. By contrast, nursing
home companies that didn�t attempt to grow

as fast didn�t end up in bankruptcy court,
despite having to deal with the same reim-
bursement issues.

The reorganized versions of the failed
chains appear to be wiser for the experience.
For example, Sun owned 369 SNFs and 34
assisted living facilities when it filed for
bankruptcy protection. When it emerges this
spring, it will operate only about 240 facili-
ties. The companies are also accepting the
fact that swings in reimbursement are
inevitable and are strengthening their infra-
structures and integrating operations to
improve profitability and compliance with
safety and quality standards. "

The Bush Administration wants to spend
$10 million to help hospitals and other care
settings develop new and better ways to
reduce medical errors. The spending, part

of the President�s 2003 budget plan, would
go for projects aimed at encouraging hospi-
tals and other providers to take advantage
of underutilized technology and increasing

governmental oversight of medical errors
and other incidents that could put patients
in harm�s way. "
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Patient Safety Top Priority

Nursing Home Chains Emerge from Bankruptcy

MedPAC Advises Against Home
Health Cuts

The Medicare Payment Advisory
Commission (MedPAC) is recommending
that Congress forego the scheduled 15%
reduction in payments to hospital-based
home health facilities scheduled to take
place on October 1. MedPAC also wants

Congress to eliminate the 1.1% reduction
scheduled for FY 2003 and is recommend-
ing an extension of the 10% add-on for
rural home health agencies for another two
years. "

Home Care Participation at the
JCAHO Board level

Beginning in July, a home care represen-
tative will be invited to participate in Joint
Commission Board of Commissioners
meetings.  Approved on March 1 by
JCAHO�s 28-member Board, the plan calls
for three changes to build relationships
between the home care field and JCAHO�s
Board:  

� A home care professional will be invit-
ed to attend and participate in JCAHO�s
Board of Commissioners meetings in a
non-voting capacity.

� In addition, a Board member will be
selected to serve as the Home Care pro-
gram liaison and attend meetings of the
Home Care Professional and Technical
Advisory Committee (PTAC) and the
program�s four users groups.  The
Board member will seek input from
these advisory groups and also serve as
a Home Care advocate at Board meet-
ings.

� Annually, a group of Home Care lead-
ers comprised of at least the chair of the
Home Care PTAC and the leaders of
each of the four segment-specific users
groups will meet with the Executive

Committee of the Board to share infor-
mation on standards or policy issues of
concern to the Home Care field.

�The Board�s action represents a land-
mark effort to directly engage the home care
field at the Board level,� says John Noble,
M.D., M.A.C.P., chairman, Board of
Commissioners.  �Despite the ongoing chal-
lenges facing the home care industry, the
field continues to demonstrate their interest
in a credible and relevant accreditation
process that promotes continuous quality
improvement.  We welcome their voice at
the Board table.� 

In 1986, JCAHO appointed a Home Care
Advisory Committee to help guide the cre-
ation of standards and a survey process for
Home Care organizations.  The Home Care
PTAC was established in 1988, and in 1995,
two seats were created for at-large Home
Care representatives on the Board�s
Standards and Survey Procedures
Committee.  In 2000, JCAHO formed the
four Home Care segment-specific users

�Home Care Participation�  continued on page
3



Tom Scully, administrator of the Centers
for Medicare & Medicaid Services (CMS),
was way off base when he told Congress the
home health industry is in good economic
health, says the National Association for
Home Care (NAHC). During testimony

before the House Energy and Commerce
Health subcommittees, Scully reportedly
said spending for home care has risen by
40% over the past year. NAHC disputes that
figure, noting that the spending increases
referenced by Scully occurred largely

because of a shift last fiscal year from a 30-
to a 60-day billing cycle, along with short-
term payment hikes to rural areas and a
slight rebound from cuts in the 1997
Balanced Budget Act. "

groups.  However, until now there has been
no provision for direct, ongoing dialogue
between the home care field and the Board

of Commissioners.   
�The Home Care industry can now be

assured that their views will be carried to the
highest level at the Joint Commission,� says
Maryanne Popovich, R.N., M.P.H., execu-

tive director, Home Care Accreditation
Program.  �This significant action taken by
the Board demonstrates the Joint
Commission�s commitment to our home care
and hospice customers.�  "

Home Care Bulletin
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Are Seniors Up to the Task?

Reports Outline Problems with Medicare+Choice

Home Health Group Finds Fault with Scully
Statements

The Centers for Medicare & Medicaid
Services (CMS) wants to find out if senior
citizens have what it takes to play an active
role in the care of their health. Earlier this

year, the federal agency proposed a survey
of 16,000 households aimed at determining
whether or not Medicare beneficiaries pos-
sess sufficient communications skills, moti-

vation and basic knowledge of their own
health care status necessary to participate in
medically-related decisions. "

Two new reports from The
Commonwealth Fund reveal that
Medicare+Choice enrollees paid nearly 50%
more in out-of-pocket costs for their health
care in 2001 than they did in 1999, and those
in poor health had even greater cost increas-
es. Enrollees faced increased premiums and
cost-sharing burdens and reduced coverage
of prescription drugs during the three-year
period. 

Both reports point to weaknesses in the
Medicare program that have a disproportion-
ate impact on the sickest beneficiaries, who
are also more likely to have low incomes. In
�Out-of-Pocket Health Care Expenses for
Medicare HMO Beneficiaries: Estimates by
Health Status, 1999-2001,� investigators
analyzed the effect of shrinking managed
care benefits on enrollees by examining
trends in estimated out-of-pocket costs from
1999 to 2001. Enrollees in poor health not
only paid more out-of-pocket than those in
good health, they also experienced the high-
est rate of growth in out-of-pocket costs -
62% - in the three-year period. In contrast,
those in good health experienced a 43%

increase in out-of-pocket expenses between
1999 and 2001. In 2001, enrollees in poor
health spent about three times as much as
those in good health ($3,578 vs. $1,195
annually). 

In the second report, �Medicare+Choice
1999-2001: An Analysis of Managed Care
Plan Withdrawals and Trends in Benefits and
Premiums,� researchers analyzed trends in
benefits and premiums from 1999 to 2001.
They found that average monthly premiums
went from $14.43 in 2000 to $22.94 in 2001.
Rural beneficiaries had fewer options, high-
er premiums and less-generous coverage.
Many Medicare+Choice enrollees also expe-
rienced increases in copayments in 2001:
one-third were charged a copayment for an
outpatient visit in 2001, compared with just
13% in 2000. 

Health plans that left the Medicare mar-
ket in 2001 were also more likely to have
had lower enrollments, higher premiums (on
average about twice as high) and less-gener-
ous benefit packages than those that
remained in the market, indicating possible
competition problems. The findings support

previous studies concluding that plans with-
drew from markets where they had failed to
attract enrollees or where they faced larger
competitors. 

The report concludes that while
Medicare+Choice provides affordable sup-
plemental coverage for some beneficiaries, it
is not the only solution to Medicare�s prob-
lems. Policymakers seeking to ensure that
Medicare fulfills its mandate to provide
affordable and equitable access to health
care for older Americans cannot rely on
Medicare+Choice, but must focus on
reforming the entire benefit package. 

�Increasing payments to health plans
alone will not solve the problems of the
Medicare program,� says Karen Davis, pres-
ident of The Commonwealth Fund. �We
should consider modernizing Medicare�s
basic benefit package to meet the health care
needs of our growing population of older
Americans in the 21st century.� 

The Commonwealth Fund is a private
foundation supporting independent research
on health and social issues. "

Homecare Section Survey
We want to provide you with the informa-

tion and service you desire for your specialty
section membership. Please take a minute to
fill out this small survey and fax it back to:
972-484-6010

Why did you join this specialty section?

___ To receive information about my spe-
cialty area of practice.

___ To participate in designing programs
and information about my specialty.

___ To network with and learn from others
working in my specialty.

How many times a year do you want to receive
a newsletter?

___ 6 times a year
___ 4 times a year
___ 2 times a year
�- No opinion

Would you prefer to receive this newsletter
by reading it on the website?

___ Yes
___ No
___ No opinion

Would you rather receive a printed
newsletter or more timely and more frequent
email updates of news and information?

___ Newsletter
___ Email
___ No opinion 



According to a report on the research in a
recent issue of the Journal of Abnormal
Psychology, even chronic, sub-clinical mild
depression may suppress an older person�s
immune system. The 18-month prospective
study involved 22 older adults who suffered
from chronic depression and 56 who didn�t.
Forty of the participants were caring for
spouses with dementia and 38 others were not
caregivers. The non-depressed group included
25 caregivers and 31 non-caregivers, while
the depressed group included 15 caregivers
and seven non-caregivers. Females accounted
for 64% in both the depressed and non-
depressed groups. The depressed and non-
depressed groups were compared for their
ability to generate enough white blood cells to

fight off an infectious agent.
No significant difference was found for

risk of depression according to marital status,
education or income levels. All the depressed
participants reported clinically relevant
depressive symptoms at the beginning of the
study and 18 months later, but fewer than half
of these participants met formal diagnostic
criteria for depression. 

This information, along with previous
research findings, suggests that depressive
symptoms can exacerbate and accelerate the
immunological declines that typically accom-
pany aging. �Changes in the immune
response, including dysregulation of the
proinflammatory cytokines and endocrine
functions have been associated with depres-

sion as well as aging, especially in adults over
60,� say the authors. They also note that other
factors in addition to aging can have a role in
lowering older adults� immunity. For exam-
ple, lack of social support has been reported as
a risk factor for depression. 

The researchers postulate that age-related
changes in cell-mediated immunity caused by
mild depression is linked to the increased risk
and severity of infections and cancer found in
older adults. They believe these findings sug-
gest that detection and treatment of even mild
depression may be crucial for better health in
older adults, since the prevalence of mild
depression is high in this age group. "

How will the health care system deal
with the nearly 80 million baby boomers
likely to descend on hospital emergency
rooms and ICUs over the next decade?

Researchers attending a recent end-of-
life care meeting sponsored by the Robert
Wood Johnson Foundation suggest pallia-

tive care delivered in hospice settings as
part of the answer. Palliative care, they say,
not only reduces hospital length of stay, it
also cuts health care costs incurred in the
last year of life. 

Palliative care also seems to appeal to
the general public. Eighty-eight percent of

Americans surveyed by the National
Hospice and Palliative Care Organization
said that patients with a life-limiting diag-
nosis would benefit from consultation with
end-of-life specialists. "
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Depression May Lower Disease-Fighting Abilities
in the Elderly

Palliative Care Could Ease Burden on ICUs, ERs

Study Looks at Patient Perception of Dyspnea
For most asthmatics, dyspnea is usually

a sign that they are experiencing an asthma
attack. In a new study published in CHEST,
researchers found that patients with a low
�perception of dyspnea,� or POD - defined
as the identification, evaluation and inter-
pretation of discomfort of breathing - had
significantly increased visits to the emer-
gency room, hospitalizations, near fatal
asthma and death as compared to those with
normal or high POD. 

�Preventing a life-threatening attack,
and certainly death, is a major concern in
the ongoing treatment of asthmatic
patients,� says Paltiel Weiner, MD, head of
the department of Internal Medicine A at
Hillel Yaffe Medical Center in Hadera,
Israel, where the study was conducted.
�POD is not readily measured in the treat-

ment of asthmatics today; but with a simple
test, we can identify patients with low POD;
i.e. those with risk for fatal asthmatic
attack. By carefully monitoring them, we
can prevent death from asthma.� 

The study measured the POD in 113
patients with stable asthma, then related the
measurements to the incidence of near fatal
and fatal attacks within a two-year period.
Results were compared with the PODs of
100 healthy matched subjects. 

About 26% of the subjects had low
POD, 59% had normal POD and 15% had
high POD. Researchers found that asthmat-
ics with low POD, even those without a his-
tory of near fatal asthma, were more likely
to suffer life-threatening attacks. As com-
pared to the other groups, low POD subjects
tended to be older, female, long-time asth-

ma sufferers and to have severe asthma. 
�This study has important implications

for our role as clinicians and for the preven-
tion of death from asthma,� says American
College of Chest Physicians President
Sidney S. Braman, MD, FCCP. �Impaired
perception of dyspnea should be considered
in all high risk asthmatics; and if found, such
patients can be monitored more closely.� 

Previous research has estimated that
15%-57% percent of older adults experi-
ence some form of chronic depression at
some time during their later years. Now a
new study from investigators at Johns
Hopkins and Ohio State University sug-
gests this may compromise their ability to
fight off infections and cancers. "

Get it on the Web
Want the latest news from the section in

the quickest manner possible? Then access
the Bulletin on the Internet! If you are a sec-
tion member and an Internet user, you can
get your section newsletter a week and a
half to two weeks earlier than you would
get it in the mail by going to your section
homepage at: http://www.aarc.org/sections/

section_index.html. You can either read the
Bulletin online or print out a copy for later.

The AARC is encouraging all section
members who use the Internet to opt for the
electronic version of the Bulletin over the
mailed version. Not only will you get the
newsletter faster, you will be helping to
save the AARC money through reduced

printing and mailing costs. These funds can
then be applied to other important programs
and projects, such as ensuring effective rep-
resentation for RTs on Capitol Hill.

To change your option to the electronic
section Bulletin, send an email to: mendoza
@aarc.org. "
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The AARC is currently seeking information on JCAHO accreditation site visits. Please use the following form to
share information from your latest site visit with your colleagues in the Association. The information will be posted
immediately on the AARC web site at http://www.aarc.org/members_area/resources/jcaho.html and will also be fea-
tured in the Bulletin.

Accreditation visit you are reporting (choose one):

❏ Home Care
❏ Hospital
❏ Long Term Care
❏ Pathology & Clinical Laboratory Services

Inspection Date: _____________________________________________________________________________

Facility Name:_______________________________________________________________________________

Contact: ____________________________________________________________________________________
(Please provide name and e-mail address.)

1. What was the surveyors� focus during your site visit?______________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

2. What areas were cited as being exemplary?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

3. What suggestions were made by the surveyors?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

4. What changes have you made to improve compliance with the guidelines?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Mail or fax your form to:                    
William Dubbs, RRT
AARC Associate Executive Director 
11030 Ables Lane                               
Dallas, TX 75229-4593                               
FAX (972) 484-2720

JCAHO Accreditation Report

Additional comments:
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