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X Medicare Advantage X Commercial 

Home Oxygen Therapy Policy 

I. Purpose 
Indiana University Health Plans (IU Health Plans) considers clinical indications when making a 
medical necessity determination for Home Oxygen Therapy. 

 
II. Scope 

This policy applies to all IU Health Plans and Utilization Management staff having clinical 
decision-making responsibilities where authorization is required for Full-insured and Self-insured 
commercial plans. 

 
III. Exceptions/Variations 

 
Home Oxygen Therapy is not covered for any of the following: 

1. Angina pectoris in the absence of hypoxemia. 
2. Breathlessness without cor pulmonale or evidence of hypoxemia. 
3. Severe peripheral vascular disease resulting in clinically evident desaturation in one 

or more extremities. 
4. Terminal illnesses unless they affect the ability to breathe 
5. Group 3 conditions with arterial PO2 levels at or above 60 mmHg or oxygen 

saturations at or above 90 % there is a presumption of non-coverage 
 

MAINTENANCE OF EQUIPMENT- There is no separate payment for maintenance and servicing 
(M&S) of equipment during the initial 36-month rental period. 

 
OXYGEN ACCESSORIES- 
1. Accessories are included in the allowance for rented oxygen equipment. The supplier must 

provide any accessory ordered by the physician. The following accessories are included, but 
not limited to: 

a. transtracheal catheters 
b. cannulas 
c. tubing 
d. mouthpieces 
e. face tent 



f. masks 
g. oxygen conserving devices 
h. oxygen tent 
i. humidifiers 
j. nebulizer for humidification 
k. regulators 
l. stand/rack 

2. Accessories used with member owned equipment are not paid for separately 
 

IV. Definitions 

Blood Gas Study- this refers to both ABG(SaO2) testing and pulse oximetry (SpO2). Qualifying 
tests must comply with CMS standards and performed by a qualified provider or laboratory. Blood 
gas studies performed by a supplier are not acceptable and may not be paid for by the supplier 
(other than a hospital). The qualifying test may be performed while the member is on oxygen as 
long as the reported gas values meet the Group 1 or 2 criteria. If an ABG or oximetry have been 
performed on the same day and conditions, the ABG will be used for determinations. 

 
Exercise Testing- For coverage based on exercise testing, there must be documentation of 3 
oximetry studies- 

1. Testing at rest without oxygen 
2. Testing during exercise without oxygen 
3. Testing during exercise with oxygen 

All three tests must be done during the same session. Unsupervised or remote testing does not 
qualify as a valid test. 

 
Pulse Oximetry- refers to routine or “spot” oximetry. This provides a SpO2 – a pulse oxygen 
saturation level (pulse oximetry) and can be used in place of ABG oxygen saturation (SaO2-arterial 
oxygen saturation) 

 
Overnight Oximetry-may be performed in a facility or home. For home overnight studies, the 
oximeter must be tamper proof and have the capability to download data that allows documentation 
of the duration of oxygen saturation below a specified value. 

 
V. Policy Statements 

IU Health Plans considers Home Oxygen Therapy reasonable and medically necessary only if all the 
following criteria are met: 

 
1. The treating practitioner has determined that the beneficiary has a severe lung disease or 

hypoxia-related symptoms that might be expected to improve with OXYGEN THERAPY 
2. The beneficiary's blood gas or oximetry study meets the criteria for a Group 1 or 2 condition 

(See criteria below) or is in an approved clinical trial 
3. The qualifying blood gas study was performed by a treating practitioner or by a qualified 

provider or supplier of laboratory services 
4. The qualifying blood gas study (either an oximetry test or an arterial blood gas) was obtained 

under the following conditions: 
 

a. If the qualifying blood gas study is performed during an inpatient hospital stay, the 
reported test must be the one obtained closest to, but no earlier than 2 days prior to the 
hospital discharge date, or 



b. If the qualifying blood gas study is not performed during an inpatient hospital stay, the 
reported test must be performed while the beneficiary is in a chronic stable state – i.e., 
not during a period of acute illness or an exacerbation of their underlying disease 

 
5. Alternative treatment measures have been tried or considered and deemed clinically 

ineffective. 
 

Note: In reviewing the arterial PO2 levels and the oxygen saturation percentages, variations in 
oxygen measurements that result from such factors as the patient’s age, skin pigmentation, altitude 
level, or decreased oxygen carrying capacity must be considered 

 
1. Group 1 criteria include ANY ONE of the following: 

a. An arterial PO2 at or below 55 mm Hg or an arterial oxygen saturation at or oximetry 
below 88%, taken at rest (awake) 

b. An arterial PO2 at or below 55 mm Hg, or an oxygen saturation at or below 88%, for 
at least 5 minutes during sleep for a patient who demonstrates an arterial PO2 at or 
above 56 mm Hg or an arterial oxygen saturation at or above 89% while awake 

c. A decrease in arterial PO2 of more than 10 mm HG or a decrease in oxygen saturation 
more than 5% from baseline saturation for at least 5 minutes taken during sleep 
associated with symptoms (e.g., impairment of cognitive processes and nocturnal 
restlessness or insomnia) or signs (e.g., cor pulmonale, “p” pulmonale on EKG, 
documented pulmonary hypertension and erythrocytosis) reasonably attributable to 
hypoxemia. 

c. An arterial PO2 at or below 55 mm Hg or an oxygen saturation at or below 88%, taken 
during exercise [defined as either the functional performance of the patient or a 
formal exercise test], for a patient who demonstrates an arterial PO2 at or above 56 
mm Hg, or an oxygen saturation at or above 89%, during the day while at rest. In this 
case, supplemental oxygen is provided for during exercise if the use of oxygen 
improves the hypoxemia that was demonstrated during exercise when the patient was 
breathing room air. 

NOTE: Initial coverage for beneficiaries meeting Group 1 criteria is limited to 12 months or 
the treating practitioner specified length of need, whichever is shorter. 
Portable systems will not be approved for oxygen only used during sleep. 

 
2. Group 2 conditions: Coverage is available for patients whose arterial PO2 is 56-59 mm Hg 

or whose blood oxygen saturation is 89% at rest (awake) during sleep for at least 5 minutes, 
or during exercise, if there is ONE of the following conditions: 
a. Dependent edema suggesting congestive heart failure 
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 AVFL 

c. Erythrocythemia with a hematocrit greater than 56%. 
3. Oxygen use in Approved Clinical Trials 

Arterial oxygen partial pressure measurements from 56 to 65 mmHg or oxygen saturations at 
or above 89% who are enrolled subjects in clinical trials approved by the Centers for 
Medicare and Medicaid Services and sponsored by the National Heart, Lung and Blood 
Institute. 
1. Cluster Headaches- only a stationary gaseous exchange system (E0424) and related 
supplies (E0441) are covered for members enrolled in a clinical trial approved by CMS. 

 
OXYGEN EQUIPMENT 



1. Members who are mobile and would benefit from a portable oxygen system may qualify for 
the mobile system in addition to a stationary oxygen system 

 
CERTIFICATION OF MEDICAL MECESSITY REQUIREMENTS 

 
An Initial, Recertification, or Revised CMN must be obtained and submitted in the situations 
described below. See the Initial Date, Recertification Date, and Revised Date as specified below: 

 
Initial CMN is required: 

 
1. With the first claim for home oxygen even if member had been receiving prior to joining the 

plan- commercial or Medicare Advantage 
2. During the first 36 months of the rental period, when there has been a change in the 

beneficiary’s condition that has caused a break in medical necessity of at least 60 days plus 
whatever days remain in the rental month during which the need for oxygen ended. Refer to 
the Policy Article NON-MEDICAL NECESSITY COVERAGE AND PAYMENT RULES 
for additional information. 

3. When the equipment is replaced because the reasonable useful lifetime of prior equipment 
has been reached. 

4. When the equipment is replaced because of irreparable damage, theft, or loss of the originally 
dispensed equipment. 
a. Irreparable damage refers to a specific accident or to a natural disaster [e.g., fire, flood] 
b. Irreparable damage does not refer to wear and tear over time 

 
Testing and Visit Requirements: 
Initial CMN for situations 1 and 2: 

a. The blood gas study or oxygen saturation level must be the most recent study 
obtained within 30 days prior to the Initial Date. 

b. For situation 1, there is an exception to the 30-day test requirement for beneficiaries 
who were started on oxygen while enrolled in a Medicare HMO and transition to fee- 
for-service Medicare. For those beneficiaries, the blood gas study does not have to be 
obtained 30 days prior to the Initial Date but must be the most recent qualifying test 
obtained while in the HMO. 

c. The beneficiary must be seen and evaluated by the treating practitioner within 30 days 
prior to the date of Initial Certification. 

 
Initial CMN for scenarios 3 and 4 (replacement equipment): 

 
a. Repeat blood gas testing is not required. Enter the most recent qualifying value and 

test date. This test does not have to be within 30 days prior to the Initial Date. It could 
be the test result reported on the most recent prior CMN 

 
b. There is no requirement for a treating practitioner visit that is specifically related to 

the completion of the CMN for replacement equipment. 
 

Recertification CMN is required: 
a. Group 1-12 months after Initial Certification, (i.e., with the thirteenth month’s claim) 
b. Group 2- 3 months after Initial Certification, (i.e., with the fourth month’s claim) 

 
Testing and Visit Requirements: 
Recertification following initial certification situations 1 and 2: 



a. For beneficiaries initially meeting Group I criteria, the most recent qualifying blood 
gas study prior to the thirteenth month of therapy must be reported on the 
Recertification CMN. 

b. For beneficiaries initially meeting Group 2 criteria, the most recent blood gas study or 
oxygen saturation that was performed between the 61st and 90th day following Initial 
Certification must be reported on the Recertification CMN. If a qualifying test is not 
obtained between the 61st and 90th day of home OXYGEN THERAPY but the 
beneficiary continues to use oxygen and a test is obtained at a later date, if that test 
meets Group 1 or 2 criteria, coverage would resume beginning with the date of that 
test. 

 
c. For beneficiaries initially meeting Group I or II criteria, the beneficiary must be seen 

and re-evaluated by the treating practitioner within 90 days prior to the date of any 
Recertification. If the treating practitioner visit is not obtained within the 90-day 
window but the beneficiary continues to use oxygen and the visit is obtained at a later 
date, coverage would resume beginning with the date of that visit. 

 
Recertification following initial situations 3 and 4 (replacement equipment): 

a. Repeat testing is not required. Enter the most recent qualifying value and test date. 
This test does not have to be within 30 days prior to the Initial Date. It could be the 
test result reported on the most recent prior CMN. 

b. There is no requirement for a treating practitioner visit that is specifically related to 
the completion of the CMN for replacement equipment. 

 
Revised CMN is required: 

a. When the prescribed maximum flow rate changes from one of the following 
categories to another: 

1. Less than 1 LPM 
2. 1-4 LPM 
3. Greater than 4 LPM 

b. If the change is from category (1) or (2) to category (3), a repeat blood gas study or 
oxygen oximetry with the beneficiary on 4 LPM must be performed. 

c. When the length of need expires – if the treating practitioner specified less than 
lifetime length of need on the most recent CMN 

d. When a portable oxygen system is added subsequent to Initial Certification of a 
stationary system 

e. When a stationary system is added subsequent to Initial Certification of a portable 
system 

f. When there is a new treating practitioner, but the oxygen order is the same 
g. If there is a new supplier and that supplier does not have the prior CMN 

Submission of a Revised CMN does not change the Recertification schedule specified above. 

If the indications for a Revised CMN are met at the same time that a Recertification CMN is due, 
file the CMN as a Recertification CMN. 

 
Testing and Visit Requirements for Revised Certification: 

a. None of the Revised Certification situations require a treating practitioner visit. 
b. The blood gas or oxygen saturation study must be the most recent study obtained 

within 30 days prior to the Initial Date for a change in rate or length of need. 



c. When a portable oxygen system is added subsequent to Initial Certification of a 
stationary system 

 
d. There is no requirement for a repeat blood gas study or oxygen saturation level unless 

the initial qualifying study was performed during sleep, in which case a repeat blood 
gas study must be performed while the beneficiary is at rest (awake) or during 
exercise within 30 days prior to the Revised Date. 

 
e. When a stationary system is added subsequent to Initial Certification of a portable 

system, there is a new practitioner, or a new supplier who did not have the prior 
CMN: 

1. No blood gas study is required 
2. For situations 11 and 12, the revised certification does NOT have to be 

submitted with the claim. 
 

CODES 
 Equipment 
E0424- 
E0425 

Stationary compressed gaseous oxygen system 

E0430- 
E0431 

Portable gaseous oxygen system 

E0433 Portable liquid oxygen system, rental; home liquefier used to fill 
portable liquid oxygen containers, includes portable containers, 
regulator, flowmeter, humidifier, cannula or mask and tubing, with or 
without supply reservoir and contents gauge 

E0434- 
E0435 

Portable liquid oxygen system 

E0439- 
E0440 

Stationary liquid oxygen system 

E0550 Humidifier, durable for extensive supplemental humidification during 
IPPB treatments or oxygen delivery 

E0555 Humidifier, durable, glass or autoclavable plastic bottle type, for use 
with regulator or flowmeter 

E0560 Humidifier, durable for supplemental humidification during IPPB 
treatment or oxygen delivery 

E0580 Nebulizer, with compressor, durable, glass or autoclavable plastic, 
bottle type, for use with regulator or flowmeter 

E1353 Regulator 
E1354 Oxygen accessory, wheeled cart for portable cylinder or portable 

concentrator, any type, replacement only, each 
E1355 Stand/rack 
E1356 Oxygen accessory, battery pack/cartridge for portable concentrator, any 

type, replacement only, each 
E1357 Oxygen accessory, battery charger for portable concentrator, any type, 

replacement only, each 
E1358 Oxygen accessory, DC power adaptor for portable concentrator, any 

type, replacement only, each 
E1390- 
E1391 

Oxygen concentrator single/dual delivery port 

E1392 Portable oxygen concentrator, rental 



E1405- 
E1406 

Oxygen and water vapor enriching system 

K0738 Portable gaseous oxygen system, rental; home compressor used to fill 
portable oxygen cylinders, includes portable containers, regulator, 
flowmeter, humidifier, cannula or mask, and tubing 

  
 Contents 
E0441 Stationary oxygen contents, gaseous, 1 month’s supply = 1 unit 
E0442 Stationary oxygen contents, liquid, 1 month’s supply = 1 unit 
E0443 Portable oxygen contents, gaseous, 1 month’s supply = 1 unit 
E0444 Portable oxygen contents, liquid, 1 month’s supply = 1 unit 
E0447 Portable oxygen contents, liquid, 1 month's supply = 1 unit, prescribed 

amount at rest or nighttime exceeds 4 liters per minute (lpm) 
S8120 Oxygen contents, gaseous, 1 unit equals 1 cubic foot 
S8121 Oxygen contents, liquid, 1 unit equals 1 pound 
  
 Supplies 
A4615 Cannula, nasal 
A4616 Tubing (oxygen), per foot 
A4619 Face tent 
A4620 Variable concentration mask 

 
 

VI. Procedures 
None 

 
VII. References/Citations 

1. Centers for Medicare and Medicaid Services(CMS). Medicare Coverage Database. National 
Coverage Determination (NCD). Home Use of Oxygen 240.2. Effective Date 09/27/2021. NCD 
- Home Use of Oxygen (240.2) (cms.gov) 

2. Centers for Medicare and Medicaid Services(CMS). Medicare Coverage Database. National 
Coverage Determination (NCD). Home Use of Oxygen in Approved Clinical Trials 240.2.1. 
Effective Date 03.20.2006. NCD - Home Use of Oxygen in Approved Clinical Trials (240.2.1) 
(cms.gov) 

3. Centers for Medicare and Medicaid Services(CMS). Medicare Coverage Database. Local 
Coverage Determination (LCD). Oxygen and Oxygen Equipment. L33797. Contractor: CGS 
Administrators, LLC. Revision Effective Date 8/2/2020. LCD - Oxygen and Oxygen Equipment 
(L33797) (cms.gov) 

 
VIII. Forms/Appendices 

None 
 

IX. Responsibility 
 

Medical Director 
 
 

This Policy is proprietary and confidential. No part of this Policy may be disclosed in any manner 
to a third party without the prior written consent of IU Health Plans, Inc. 

https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?ncdid=169&ncdver=2&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?ncdid=169&ncdver=2&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?ncdid=312&ncdver=1&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?ncdid=312&ncdver=1&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?ncdid=312&ncdver=1&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?lcdid=33797&ver=28&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?lcdid=33797&ver=28&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?lcdid=33797&ver=28&keyword=Oxygen%20therapy&keywordType=starts&areaId=s20&docType=NCA%2CCAL%2CNCD%2CMEDCAC%2CTA%2CMCD%2C6%2C3%2C5%2C1%2CF%2CP&contractOption=all&sortBy=relevance&bc=1
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