Cardiac and Pulmonary Issue Paper

CARDIAC & PULMONARY REHABILITATION SERVICES

Current Legislative and Regulatory Status 

Pulmonary Rehabilitation:  There is no specific reference to pulmonary rehabilitation services or programs in the Medicare statute.  However, pulmonary rehabilitation programs have long been considered a covered service by Medicare under the “incident to physician services” clause of Title XVIII at Section 1861(s)(2)(B).    

Brief History of HCFA/CMS and Congressional action regarding pulmonary rehabilitation:

In 1981, in response to an inquiry by the National Association for Medical Direction of Respiratory Care (NAMDRC), HCFA’s Office of Coverage Policy explicitly states that “pulmonary rehabilitation programs provided by participating hospitals to outpatients are eligible for coverage as ‘outpatient hospital services.’  This coverage has been available for many years….”

That same year Congress establishes Comprehensive Outpatient Rehabilitation Facilities (CORFs) as legitimate providers of rehabilitation services to Medicare beneficiaries.  Congress identifies pulmonary rehabilitation as one of those covered services.  To date, after 25 years of statutory authorization, there is no national coverage policy for pulmonary rehabilitation in CORFs.

In late 2001 CMS publishes, as part of its hospital outpatient prospective payment update, new HCPCS codes to be used primarily by respiratory therapists and nurses providing certain pulmonary rehabilitation services.  These new codes crosswalk to an Ambulatory Patient Classification (APC) identified as a “new technology.”  

December, 2002-February 2003: Per CMS’ request, the major pulmonary medicine societies meet with CMS staff to discuss the various components of pulmonary rehabilitation, resulting in CMS requesting that the societies submit a formal request for a national coverage determination. 

April, 2003: The major medical societies, per CMS request, submit a formal request to CMS for a coverage determination of pulmonary rehabilitation.  Despite the CMS policy for a 90-day decision making process, no response from CMS was obtained.
May, 2003: The results of the NIH/CMS collaborative study on Lung Volume Reduction Surgery are released.  Among the highlights of that study, in the context of pulmonary rehabilitation:  the protocol for the study required all surgical and medical candidates to undergo pulmonary rehabilitation.  Nearly 15% of surgical candidates opted out of the surgery option after undergoing pulmonary rehabilitation because of their improved health status.  

December, 2003 CMS promulgates rules for lung volume reduction surgery, including pulmonary rehabilitation. 
April, 2006: A joint letter from members of Congress is sent to CMS requesting the promulgation of an NCD for pulmonary rehabilitation.  To date, Congress has not received a response from CMS. 

May, 2006: CMS sends a letter to the leading pulmonary societies stating, “…the bundled services that make up pulmonary rehabilitation do not have a benefit category. Although certain components of pulmonary rehabilitation may fall under existing categories there is no single benefit category for pulmonary rehabilitation. Therefore, without a benefit category, we can not proceed with an NCD.”
November, 2006: AACVPR, ATS, NAMDRC, and ACCP send a joint request to CMS for a pulmonary rehabilitation NCD based on current coverage for those components which comprise pulmonary rehabilitation and for which CMS does, in fact, reimburse for services.
December, 2006: CMS posts a pulmonary rehabilitation National Coverage Analysis, once again contradicting its previous statements, requesting public comment on the components of pulmonary rehabilitation, evidence of outcomes, and typical program paradigm.
September, 2007: CMS posts a Final Decision Memo which states, “CMS has determined that the Social Security Act does not expressly define a comprehensive Pulmonary Rehabilitation Program as a part B benefit…Therefore, we are not making a national coverage determination at this time.” (CAG-00356N-pg 1)

Conclusion/Recommendations Regarding Pulmonary Rehabilitation:

The absence of a national coverage policy for pulmonary rehabilitation is limiting or denying access to many Medicare beneficiaries.  Confusing, contradictory and inconsistent signals from CMS to Medicare contractors exacerbate the problem by discouraging adoption of LCDs.  A legislative solution clearly and precisely incorporates pulmonary rehabilitation into mainstream Medicare coverage policy.

Cardiac Rehabilitation: There is no specific reference to cardiac rehabilitation services or programs in the Medicare statute. However, cardiac rehabilitation programs have long been considered a covered service by Medicare under the “incident to physician services” clause of Title XVIII at Section 1861(s)(2)(B).

The primary body of Medicare policy guiding coverage and payment for cardiac rehabilitation programs can be found in Section 20-10 of the Medicare Coverage Issues Manual. Those policies specify the medical diagnoses that warrant cardiac rehabilitation, the duration of the benefit, the extent of physician supervision required, etc. 

Brief History of HCFA/CMS and Congressional action regarding cardiac rehabilitation:

The payment category of “incident-to” has presented challenges both for providers of these programs and for CMS.

2000: In the fall, Congress mandated that the Medicare Payment Advisory Commission conduct a study to determine the circumstances under which cardiac and pulmonary rehabilitation should be paid. MedPAC never conducted the study, claiming it was not its role to conduct such studies.

2001: In February, two months after the Congressional mandate for the MedPAC study, HCFA posted on its coverage website an announcement seeking peer reviewed evidence on the issues of requested expanded diagnoses AND the need for physician supervision of cardiac rehabilitation.

November, 2001: CMS requested the Office of Inspector General (OIG) assist CMS in determining the extent to which cardiac rehab programs are adhering to the requirements of physician supervision.

August, 2005: The final report from OIG to CMS was completed, (A-05-03-00102) (http://www.oig.hhs.gov/oas/reports/region5/50300102.pdf).  A review of this report finds that, unlike many OIG reports, the OIG recommendations focused solely on CMS actions with no recommendation for changes by cardiac rehabilitation programs. OIG recommended that CMS: 

· Clarify national Medicare cardiac rehabilitation requirements on the provision of direct supervision and the physician (referring or hospital) whose professional services the cardiac rehabilitation is "incident to". 

· Direct fiscal intermediaries to educate hospitals on the clarified national Medicare coverage policy for outpatient cardiac rehab services. 

April, 2006: CMS publishes a revised National Coverage Determination (NCD) with the intention of improving access to cardiac rehabilitation and setting, for the most part, reasonable coverage rules.  However, Fiscal Intermediaries remain unclear about physician involvement and supervision under the “incident-to” category. Many Local Coverage Determinations (LCDs) continue to demand physician supervision and other operational rules beyond that which is required of other incident-to services. 

Conclusion/Recommendations Regarding Cardiac Rehabilitation:
A legislative statute mandating coverage of cardiac rehabilitation will remove it from the current troublesome payment category of “incident-to”. In fact, CMS has suggested this to AACVPR on more than one occasion. The revised policy attempts to address OIG recommendations, however, the larger challenge of interpretation of “incident-to” category of CMS payment will continue to be an issue without this legislative solution.

