Emergency Replacement and Repair Policy Issues

Repairs, Maintenance and Replacement

· Repairs can be completed by any DMEPOS supplier. The initial supplier is not required to do the repair. For items rented to the beneficiary, suppliers must inform the beneficiary 2 months before the item transfers title whether they will continue to maintain and repair the device.

· Payment may be made for repair, maintenance, and replacement of medically required durable medical equipment (DME), orthotics and prosthetics, including items which had been in use before the user enrolled in Medicare Part B.

· Payments for repair and maintenance may not include payment for parts and labor covered under a manufacturer's or supplier's warranty.

· Repair and maintenance of oxygen equipment is not reimbursed separately. This is included in the oxygen rental payment and must be provided by the supplier after oxygen rental payments end for the two years remaining in the equipment's useful lifetime.

Maintenance - More extensive maintenance which, based on the manufacturers' recommendations, is to be performed by authorized technicians, is covered as repairs for medically necessary DME which a beneficiary owns.

Repairs - Repairs to items which a beneficiary owns are covered when necessary to make the item serviceable.

Replacement - Equipment which the beneficiary owns or is a capped rental item may be replaced in cases of loss or irreparable damage. Irreparable damage refers to a specific accident or to a natural disaster, e.g., fire, flood, etc.

Loaner Equipment and Service Charge

Medicare will pay for a temporary replacement of a DMEPOS item while it is being repaired. In these situations, the DME supplier provides the beneficiary a "loaner" piece of equipment and bills Medicare with Healthcare Common Procedure Coding System (HCPCS) K0462 (temporary replacement for patient owned equipment being repaired, any type).

· One month's rental for a DME loaner item (K0462) is covered if a beneficiary-owned item is being repaired. Payment is based on the type of replacement device that is provided but will not exceed the rental allowance for the item that is being repaired.

· Use of HCPCS code K0462 for temporary replacement is applicable when an appropriate complete item is provided or when swapping out individual components while leaving the beneficiary's base equipment in place as described in the scenario above. Suppliers should maintain detailed records describing the nature of the repair and the justification for the temporary replacement of the item should be maintained. The following must be included in the Narrative Section of the claim for K0462:

1. HCPCS code, or manufacturer and brand name/number of the equipment being repaired, with date of purchase

2. A narrative description and manufacturer and brand name/number of the replacement equipment

3. A description of what was repaired

4. A description of why the repair took more than one day to complete

Keep in mind that there is no fee schedule for code K0462, and payment is based on the type of replacement equipment that is provided. Payment will not exceed the rental allowance for the patient-owned equipment being repaired. Suppliers cannot charge the beneficiary any type of service charge, curb side fee, or delivery charge while repairing the equipment.
Identified Issues:

1) When equipment is provided while in a hospital or inpatient rehab facility that is not near where the beneficiary lives, and the distance prevents the original supplier from serving the product

2) Repair times exceed one month, or the supplier does not maintain a fleet of loaner equipment

a. A growing issue due to reimbursement rates for parts and labor rates

b. Supply chain issues for manufacturers and suppliers

c. Increased costs and time associated with shipping items

d. Locating additional sources for components/parts are difficult due to product specifications, quality and fit required. (All parts are not equal or adequate)

Possible policy solutions

1) Require suppliers notify beneficiaries before product is provided (ideally before a prior authorization or order is placed) whether the supplier is able and willing to repair/service/maintain the item.

2) Require suppliers to service what they sell?  This one has drawbacks to it (for suppliers and beneficiaries) and would need discussion

3) Allow payment for loaner equipment for as long as it takes to repair the item… supplier must be able to explain, justify, and support (with documentation) the repair time.

4) Assessment is needed of HCPCS codes that include repair components for adequate reimbursement to allow access

5) Assessment of labor rates is needed

6) Better understanding of warranties on part of policy makers and insurers

7) Loaner equipment coverage in the case of equipment loss in the event of an emergency.  Too often suppliers may provide and bill for equipment that does not meet medical need in order to get the individual a device.  However, the benefit is then not available again for 5 years.  Allowing loaner equipment until the person can be evaluated to be sure the replacement item is appropriate for them would be better.

### 

A Timeline of Medicare Policy and CMS’ Interpretation of “appropriate for use in the home”; Impacts Medicare Beneficiaries with Disabilities 

· Feb 14, 1983- Letter to Kevin Barry attorney at Pierson Ball and Dowd from Bernard Patashnik, HCFA in response to an inquiry regarding reimbursement for DME in the hospital and home settings. Mr. Patashnik states, “With respect to the Medicare DME provision, DME can only be reimbursed under Part B of the program, and the equipment must be for use by a beneficiary living at home. In this connection, the law defines “home” to exclude participating providers and institutions which meet general hospital or SNF characteristics described in the law……”.

Note: During the ten years between these letters DME claims were processed by a large number of fiscal intermediaries.  In 1993, this responsibility transferred to 4 regional carriers called the Durable Medical Equipment Regional Carriers (DMERCs).  It was at this time Robert (Bob) Wrenn instructed the DMERCs to apply the overly restrictive interpretation of “in the patient’s home to mean only if the equipment is needed “within the four walls” of the patient’s home versus the interpretation indicated in the letter from Bernard (Bernie) Patashnik.

· May 20, 1993- The Health Industry Manufacturers Association (HIMA) now known as AdvaMed, submitted comments to Robert Wrenn, Director Office of Coverage and Eligibility Policy at HCFA, now Centers for Medicare and Medicaid Services (CMS) in response to the first series of draft policies for Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS).  The letter states, “ HIMA has concerns that the draft Regional medical Policies repeatedly state that equipment or certain features” of HME, which render an item usable outside or away from the actual confines of the beneficiary’s home, will not be covered”.  The comments further state, “ Such an interpretation of the purpose and function of MDE is not in step with current medical practice”.

· June 2, 1993- HIMA announces, “HCFA rescinds DMERCS restrictive definition of “in the Home”.  In the memorandum to its Home Care Committee, HIMA states, “At the HCFA meeting, Mr. Wren admitted that the verbal instructions that he gave to the DMERCs were too restrictive since he did not want to make Medicare beneficiaries “prisoners in their own home”.  The memo further indicates that, as a result, folding walkers will be reimbursed as well as items for use in the normal activities of daily living for Medicare beneficiaries.

· June 15, 1994- HIMA writes again to Robert Wrenn.  The letter states, “The Health Industry Manufacturers Association is writing to confirm our understanding of the definition of “home” as it relates to durable medical equipment under Medicare Part B.  The further states,”… A situation has transpired recently which makes us question whether HCFA has returned to the restrictive definition of home as being “the four walls”.

· Jan 23, 1995- HIMA received a response from Tom Hoyer, Director, Office of Chronic Care and Insurance Policy.  In this letter, Mr. Hoyer apologizes for the delay in the response (7 months) and indicates, “According to section 1861 (n) of the Social Security Act, Medicare provides for the coverage of DM that is used in the patient’s home.  We interpret the phrase “in the patient’s home” to mean within the patient’s residence.  Mr. Hoyer further states, “ If we determine that this requirement of home needs further clarification, we will issue regulations to achieve that purpose”.

· February 1, 2001- The New Freedom Initiative was announced by President Bush followed up by Executive Order 13217 on June 18, 2001. The initiative is a nationwide effort to remove barriers to community living for people of all ages with disabilities and long-term illnesses. It represents an important step in working to ensure that all Americans have the opportunity to learn and develop skills, engage in productive work, choose where to live and participate in community life.

· June 18, 2001-Executive Order 13217 directs six federal agencies, including the departments of Justice (DOJ), Health and Human Services (HHS), Education (ED), Labor (DOL) and Housing and Urban Development (HUD) and the Social Security Administration (SSA) to evaluate their policies, programs, statutes and regulations to determine whether any should be revised or modified to improve the availability of community-based services for qualified individuals with disabilities and to report back to the President with their findings. The departments of Transportation (DOT) and Veterans Affairs (VA) and the Office of Personnel Management (OPM), though not named in the Executive Order, also joined in the implementation effort. Together, the participating agencies formed the Interagency Council on Community Living (ICCL) under the leadership of HHS Secretary Tommy G. Thompson.  The self-evaluation process represented an unprecedented government-wide effort to identify and find ways to remove barriers to community integration.  The interagency collaboration it generated will serve as a model for future interagency efforts on disability and other issues.

· June 22, 2001- HCFA Administrator, Tom Scully wrote Representative Issa on behalf of Secretary Thompson.  In the letter Scully states, ”we do not cover equipment that is exclusively needed outside the home.  However, if DME is needed in the home and the beneficiary uses it outside the home, the equipment would still be covered
”.
· Sept 5, 2001- New Freedom Initiative Listening Session- Health and Human Services had been instructed to conduct a review of each of its agencies to look for any policies that may be blocking access to community based services for people that need these important services. 

· November 7, 2002- CMS/Advocates Monthly Meeting was held in Washington DC. Sheila Lambowitz Senior Policy Analyst Center for Medicare Management Division of Institutional Post Acute Care presented the following information  “We are also reviewing existing policies relating to the Medicare DME “in the home” requirements. Specifically, power wheelchairs may not be required for home use, but are often needed to permit the individual with disabilities to function effectively outside the home. We are currently reviewing an industry cost estimate on the impact of expanding the DME benefit
· March 25, 2002- HHS Secretary Tommy G. Thompson presented President Bush with reports from nine federal agencies outlining more than 400 specific solutions that the agencies can implement to support community living for the nearly 54 million Americans living with disabilities. The reports stem from the first comprehensive federal review of barriers preventing people with disabilities from living in their communities instead of in institutions. 
· July 5, 2005- CMS implemented a new National Coverage Determination (NCD) for Mobility Assistive Equipment (MAE).  The policy establishes an algorithm for mobility equipment based on performing or participating in mobility related activities in the home.  This policy impacts ambulatory aids, manual wheelchairs, and power mobility devices.
· October 1, 2006- CMS implemented 84 new HCPCS codes for power mobility equipment that included two groups of power operated vehicles, 5 Groups of power wheelchairs (Group 5 for pediatrics devices)  Group 4 devices, previously coded and covered as K0011 and K0014, were deemed “non-covered” due to the decision that the performance characteristics were primarily used outside the home.  
POWER MOBILITY DEVICES TEST GRID

	CHAIR
	Type
	GROUP 1
	GROUP 2
	GROUP 3
	GROUP 4
	GROUP 5
	GROUP 6

	Length
	PWC

POV
	40 inches

48 inches
	48 inches

48 inches
	48 inches
	48 inches
	48 inches
	NA

	Width
	PWC

POV
	24 inches

28 inches
	34 inches

28 inches
	34 inches
	34 inches
	28 inches
	NA

	Obstacle Height 
	PWC

POV
	20 mm

20 mm
	40 mm

50 mm
	60 mm
	75 mm
	60 mm
	NA 

	Minimum Top End Speed-Flat
	PWC

POV
	3 MPH

3 MPH
	3 MPH

4 MPH
	4.5 MPH
	6 MPH
	4.5 MPH
	NA

	Range
	PWC

POV
	5 miles

5 miles
	7 miles

10 miles
	12 miles
	16 miles
	12 miles
	NA

	Dynamic Stability Incline
	PWC

POV
	6 degrees  (1:12)

6 degrees (1:12)
	6 degrees (1:12) 

7.5 degrees (1:10)
	7.5 degrees (1:10)
	9 degrees (1:8)
	7.5 degrees (1:10)
	NA

	Fatigue Test on a Level with Slats
	Both
	200,000 cycles with 0.5-inch slats under all wheels
	200,000 cycles with 0.5-inch slats under all wheels
	200,000 cycles with 0.5-inch slats under all wheels 


	200,000 cycles with 0.5-inch slats under all wheels 


	200,000 cycles with 0.5-inch slats under all wheels 


	NA



	Drop Cycles
	Both
	6,666 drop cycles
	6,666 drop cycles
	6,666 drop cycles
	6,666 drop cycles
	6,666 drop cycles
	NA


The performance characteristics are necessary for safe and effective power mobility in many community environments.  
· In 2006- The Power Mobility LCD was published.  The policy deeply embedded “in the home” restriction regarding conditions for coverage.  Only individuals with neurological, myopathic, or congenital orthopedic conditions would qualify for Group 3 power wheelchairs, and only if needed to perform or participate in mobility related activities of daily living (MRADLs).  The policy does not consider instrumental activities of daily living (IADLs), e.g., grocery shopping, going to work or school, going to appointments, attending religious services etc.
· June 1, 2013- CMS implements new policy regarding K0009- otherwise not classified manual wheelchair.  Manufacturers with products coded as K0009 were notified of new coding of products.  Manual wheelchairs with additional features and functions were assigned to codes based on the lowest common denominator.  This resulted in products being placed into codes with fee schedule amounts below supplier acquisition cost.  These wheelchairs became unavailable for Medicare beneficiaries who could not afford to pay out of pocket.  New technology — new materials, new features and function, clinical research on subjects such as optimal propulsion methods, even the escalating numbers of bariatric patients — had driven innovation. But with policy changes regarding the K0009 code, innovation has been stifled and many items discontinued.
· Nov. 22, 2013- CMS 1526-F was published that reclassified items from inexpensive to routinely purchased.  The rule established that if a product was purchased by Medicare at least 75 percent of the time during 1986-87, the product would remain in the purchased category. But if the product was purchased less often than 75 percent of the time in 1986-87, the product would be reclassified as capped rental.  This impacted many wheelchair accessories that did not have HCPCS codes in 1986-87 that would allow tracking of utilization or payment, and E1161 Adult manual wheelchair with tilt-in-space, which did not exist in 1986-87, a wheelchair frequently required by people with disabilities with complex needs.  Under the new policy, these items would be reimbursed over 13 months.  
· 2019- Continuity of pricing regulations at 42 CFR § 414.236 indicate that if a new HCPCS code is added, CMS or contractors make every effort to determine whether the item and service has a fee schedule pricing history. If there is a fee schedule pricing history, the previous fee schedule amounts for the old code(s) are mapped to the new code(s) to ensure continuity of pricing.

In addition, the regulation states  CMS will map fee schedule amounts based on different kinds of coding changes. When the code for an item is divided into several codes for the components of that item, the total of the separate fee schedule amounts established for the components must not be higher than the fee schedule amount for the original item. When there is a single code that describes two or more distinct complete items (for example, two different but related or similar items), and separate codes are subsequently established for each item, the fee schedule amounts that applied to the single code continue to apply to each of the items described by the new codes. 

Many HCPCS codes contain a wide range or items and are defined as “any type.”  In some situations, the words “any type” were added to existing codes to allow a broader range of items to fit an existing code rather than create a new code for a new device.  However, the fee schedules are not updated to include the cost of the new device.  At a point in the future, if CMS agrees to split these codes into multiple codes, due to new evidence of superior clinical outcomes, the continuity of pricing regulation requires mapping the existing fee schedule to the new code(s).  This regulation results in inadequate reimbursement to allow access.

Manual wheelchairs, for example, were created in 1993 and have not been updated.  If CMS were to create new HCPCS codes for manual wheelchairs, the continuity of pricing regulation would require using existing fee schedules for the new codes that do not reflect new technology or allow access to the improved features and function of these devices.
�CMS continues to repeat this comment for years.  They do so with extreme negligence.  The agency has been informed time and time again that a mobility device that performs adequately on flat, smooth, indoor surfaces, will not function properly, will require frequent repairs, and is in many cases unsafe for use in outdoor, rough, unlevel, inclining surfaces frequently encountered in community environments.  





