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POLICY MEMORANDUM VA Medical Center
NO. 111-09 Chillicothe, Ohio
July 1, 2013
HOME RESPIRATORY CARE PROGRAM

1. PURPOSE: To establish the clinical indications, policy, and procedures for providing
home oxygen to eligible patients treated at this medical center.

2. POLICY: This medical center provides home oxygen therapy using a multi-
disciplinary approach, involving members of the Medical/Surgical Specialty Care Line,
Prosthetic and Sensory Aids Service (P&SAS), Logistics Service, and Quality
Improvement, who form the Home Oxygen Oversight Committee. The team meets
quarterly.
3. RESPONSIBILITY:

a. The Staff Pulmonologist, or designated provider, is responsible for:

(1) Determining the need for home respiratory care based on the patient’s prognosis,
medical history, and results of arterial blood gases or pulse oximetry, sleep study,
effective ventilator settings, or effectiveness of other interventions.

(2) Prescribing the initial prescription for Home Oxygen and renewal prescriptions for
Home Oxygen. The Home Oxygen request MUST be complete, including:

(a) Home Oxygen: method of delivery, liter flow or fractional inspiration (FiO2)
(continuously, on exertion, at night), and duration.

(b) Airway pressure: mask type, settings, spacers, and other associated devices.
(c) Ventilator: settings, FiO2, mode.

(d) Documenting if the patient is a smoker, has physical or mental barriers, and
advance directives.

b. The Home Oxygen Coordinator is responsible for:

(2) If the patient is medically approved for home oxygen, writing a plan of care that
includes:

(a) The patient’s problems/needs;
(b) Reasonable and measurable patient goals;

(c) Review of Patient Rights and Responsibilities.
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(2) Serving as a consultant to physicians, nurses, social workers, and patients in the
event questions or problems arise.

(3) Determining whether the patient is compliant with current prescription, written
agreement, smoking agreement and treatment plan.

(4) Scheduling home visits at a minimum of ten percent of the patients on home
oxygen therapy, or a minimum of fifteen percent on a yearly basis annually. These
random home visits are necessary to provide quality assurance of this treatment
modality. The Home Oxygen Therapy Program Contract Compliance Follow-up Report
is completed for each home visit.

(5) Providing education to the patient and family regarding the causes of fires and
fire prevention activities, home oxygen use and safety, infection control, and Joint
Commission information.

(6) Entering home oxygen prescriptions into the Computerized Patient Record
System (CPRS), both new and renewal, for approval and signature of the Staff
Pulmonologist, or designated provider.

(7) Conducting the Home Oxygen Clinic, and forwarding any patients with any
issues or concerns on to the Staff Pulmonologist, or designated provider.

(8) Contacting the home oxygen contractor to ensure all documentation is being
received per home oxygen contract.

(9) Acting as a liaison between the patient and the home oxygen vendor.

(10) Conducting one site visit to the home oxygen vendor warehouse per quarter.

(11) Auditing monthly documentation of visits made by the contractor to ensure
appropriate and complete contract compliance. Notifying the contractor of needed
corrections, unsatisfactory performance, or non-compliance with the contractual
agreement.

(12) Acting as a liaison between the patient and contractor for any non-clinical
problems or concerns, such as the need for additional tanks, safety issues, non-
compliance issues, pick-ups, delivery and service calls.

(13) Notifying the primary care physician when contacted by a non-VA facility to
provide home oxygen for VA patients.

(14) Identifies risks associated with long-term oxygen therapy such as home fires.

(a) The presence or absence and working order of smoke detectors, fire
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extinguishers.
(b) The presence or absence of fire safety plans.
(c) a review of all medical equipment.

(d) Other fire safety risks in the home, including the presence of smoking materials
and the potential for open flames.

c. The Contracting Officer Technical Representative (COTR), is responsible for the
administrative aspects of the Home Oxygen Program. This includes:

(1) Determining the patient administrative eligibility. The primary responsibility for
this duty is the COTR.

(2) Contacting the home oxygen contractor for delivery and set up of the oxygen
equipment necessary for the prescribed needs of the patient, and contacting outside
agencies to provide oxygen for patients outside the contract area. The primary
responsibility for this duty is the Chief, P&SAS.

(3) Conducting unannounced contractor inspections bi-annually.

(4) Assuring that all Joint Commission standards and applicable patient safety goals
are satisfied by the contractor. Findings are reported to the Home Oxygen Oversight
Committee quarterly.

(5) Maintaining a file for contractor competencies and licensures.
d. The Home Oxygen Oversight Committee is responsible for:

(1) Reviewing aspects of the home oxygen program, including medical center policy,
clinical assessments, patient education, staff education, follow-up assessments,
administrative monitors, Joint Commission standards and patient safety goal
compliance.

(2) Reviewing, monitoring and evaluating data pertinent to performance
improvement on a quarterly basis.

(3) Recommending changes in medical center policy on home oxygen therapy.

(4) Meeting as needed to review concerns and issues that may occur and need
addressed prior to the quarterly meeting. Discussing and implementing recommended
changes to medical center policies, as well as the procedures and processes of the
Home Oxygen program. Changes to the process follow VHA specific policies and
directives. The Home Oxygen Oversight Committee meets the third Thursday
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monthly.

(a) Membership: The Home Oxygen Oversight Committee is comprised of the
following:

Member — Co-Chairperson — Staff Pulmonologist

Member — Co-Chairperson — Home Oxygen Coordinator
Member — Prosthetic Representative

Member — Quality Improvement

Member — Home Base Primary Care

Member — Home Oxygen Contractor

Member — VISN 10 Prosthetic Representative, on request
Member — Contracting Officer, on request.

e. The Chief Contracting Officer is responsible for:

(1) Working with the Prosthetic Representative to identify contractual requirements
for equipment management, such as concentrators, cylinders, consumable supplies,
and other respiratory equipment.

(2) Submission of the home respiratory care contractual requirements for the
development of a solicitation for bids or offers and inspection of bidders’ or offerors’
facility prior to award of contract.

f. The Contractor is responsible for:

(1) Cleaning/disinfecting of all non-disposable home oxygen equipment picked up.
Decontamination is accomplished according to manufacturer’s instructions, using an
approved disinfectant in compliance with the Association for Professionals in Infection
Control and Epidemiology (APC), and/or guidelines of the Centers for Disease Control
and prevention (CDC). Disposable or single use respiratory devices or equipment are
NOT retrieved for pickup but are left in the patient home for proper disposal.
Patient/caregivers are educated as needed in proper disposal.

(2) Items found to have visible blood/body fluid contamination are cleaned and then
disinfected with a fresh (made within 24 hours) 1:10 bleach/water solution.

(3) Assuring that employees are provided with the materials for adequate processing
of equipment and also assuring the contractor employees have been instructed in the
use of protective equipment (gloves, gowns, masks, and goggles) when handling and
processing potentially contaminated equipment. The contractor assures that clean
equipment items are handled and delivered in such a manner that clean and dirty
equipment are not mixed or allowed to occupy the same area without decontamination
of that area.
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(4) Used items are not placed in the same vehicle as clean items without a visible
barrier separation in the vehicle. After picking up dirty materials, the vehicle is sprayed
with a bleach/water solution and allowed to stand for 5-10 minutes. The solution is then
wiped from the surface with a clean cloth. Personnel completing the job wear household
rubber gloves and if the potential for splashes to clothing with visible blood or body
fluids exists, gowns or plastic aprons are used. Gloves are also worn if items for pick up
at patient homes are visibly contaminated with blood or body fluids.

(5) Clean equipment is stored in the appropriate area of the warehouse. Some items
require maintenance and safety checks, cleaning and bagging prior to being issued as
follows:

Concentrators
Oxygen cylinder
Regulators

Suction machines
Conserving devices
Tubing

g. In-home care settings where oxygen is used, the contractor ensures the following
actions are implemented:

(1) A fire-risk is conducted of new oxygen therapy home care patients, who smoke,
and a reassessment is conducted when renewing an oxygen prescription, or at any time
there is a change in the patient's oxygen therapy (e.g., equipment).

(2) Any contract for oxygen delivery services for home care patients incorporates
requirements that contractors provide educational and/or warning information for
patients and their families and/or caregivers on the hazards of smoking while oxygen is
in use. The educational materials are provided upon initial delivery and every six
months thereafter. The checklist used by vendors for medical gas follow-up services
cover, at a minimum, the items in Appendix C.

(3) The home environment of any home health care patient has appropriately
working smoke alarms. The presence of the smoke alarms is verified and the patient is
instructed by the oxygen vendor to test smoke alarms monthly. In any home where
smoke alarms are not present, the contractor notifies the appropriate clinical staff (e.g.,
home oxygen coordinator) for further review and potential action.

h. For home care patients determined to be high-risk, the following actions are
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implemented:

(1) The Home Oxygen Coordinator, or designee, alerts the home oxygen vendor
that the patient is at high risk for smoking while oxygen is in use.

(2) At the discretion of the Home Oxygen Coordinator, or designee, the patient may
be called or visited within the first 30 days of treatment and every six months thereafter
to assess compliance with education on the hazards of smoking while on oxygen.

(3) Incidents where patients are reported as non-compliant with the guidelines set
forth in the education and orientation material, and/or whose behavior poses a risk of
self-harm or harm to others, are documented and reported to the Home Oxygen
Coordinator, or designee. The Home Oxygen Coordinator, or designee, reports non-
compliant behavior to the Home Oxygen Oversight Committee who corresponds in
writing, counseling and educating the patient, and/or patient’s surrogate, of the potential
risks associated with such activity and potential consequences of continued activity.
This correspondence is sent to the patient by certified mail and documented in the
patient medical record.

(4) Patients who fail to comply with oxygen therapy and smoking safety guidelines
are referred to the Home Oxygen Oversight Committee for review to determine
appropriateness of continued therapy, and how such therapy will be provided in ongoing
care.

4. PROCEDURES:

a. Home oxygen orders are reviewed and approved by the Staff Pulmonologist, or
designee. Patients are assessed at rest (while awake), during exercise and, in some
cases, during sleep. In general the following criteria are used to establish the need for
home oxygen:

(1) Oxygen therapy indications for long-term partial pressure of oxygen in arterial
blood (Pa02) less than 55 milligrams of mercury (mmHg) or oxygen saturation (Sa0O2)
less than 88.

(2) In the presence of an alteration in the structure and function of the right ventricle
caused by primary disorder of the respiratory system.

(3) Pa02 less than 59 mmHg or Sa02 less than 89.
(4) Electrocardiogram (EKG) evidence of tall, narrow, peaked waves over the atrium.
(5) Hematocrit greater than 55.

(6) Clinical evidence of right heart failure.
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(7) Specific Situations:

(a) PaO2 greater than 60 mmHg or Sa02 greater than 90 with lung disease and
other clinical needs, such as sleep apnea with nocturnal desaturation not corrected by
continuous positive airway pressure (CPAP).

(b) If the patient meets criteria at rest, oxygen is also prescribed during sleep and
exercise, and appropriately titrated.

(c) If the patient is normoxemic at rest but desaturates during exercise or sleep
(PaO2 greater than 55 mmHg), oxygen is prescribed for these indications.
Consideration of nasal continuous positive airway pressure (CPAP) or bi-level
noninvasive nocturnal ventilation is warranted in patients with desaturation during sleep.

b. The Staff Pulmonologist, or designated provider, initiates and signs an electronic
request for home oxygen consult. In accordance with appropriate discharge planning
policies, requests for home oxygen for inpatients are initiated by the Staff
Pulmonologist, or designee, at least two days prior to the patient’s discharge date.

c. The patient is re-evaluated by the Home Oxygen Coordinator twice in his/her first
year in the program (at the end of six months and the end of 12 months) and annually
thereafter. Normally, the patient reports to the medical center for the re-evaluation.

d. To ensure that prescriptions are administered safely and accurately, all patients
receiving home oxygen, and/or their providers, are trained in the proper use of the
prescribed equipment. This includes strict instructions on the avoidance of smoking
while receiving, or in the vicinity of, oxygen therapy. In order to assure compliance with
this, patients receiving home oxygen are required to read and sign the Smoking
Agreement.

e. Patients are discharged from the Home Oxygen Oversight Committee by the
following means:

(1) No longer meet medical criteria.

(2) Are non-compliant with oxygen use (continue to smoke or fail to keep clinic
appointments).

(3) Refuse to use oxygen and request equipment to be removed from their home.

(4) Move from the service area without previous notification to allow for transfer of
care.

f. Patients transferring care either to or from this medical center meet the following
criteria:
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(1) Patients moving to another VA service area: A prescription for home oxygen is
written by the veteran’s primary care physician for 45 days. COTR coordinates home
oxygen service to the VA facility nearest to the patient’'s destination. The patient has 45
days to enroll into primary care.

(2) Patients moving into this medical center service area: COTR contacts the
patient’s former VA facility. COTR gives the former VA facility our current contractor so
they can set up the patient with home oxygen until he/she can be seen by a new
primary care physician.

(3) The Home Oxygen Coordinator, or designee, properly instructs the patient in the
safe use and possible complications or hazards involved in home oxygen therapy. The
individual maintains complete documentation regarding the individual patient's home
oxygen therapy plan, and reviews and updates this plan as necessary.

(4) Oxygen is provided to the patient at his/her home by the contract vendor.
Deliveries are on a regular schedule, based on the patient’s needs. Instruction on
equipment usage and oxygen safety is also provided to the patient by the vendor.

5. REFERENCES: VHA Handbook 1173.13,
VHA Directive 2001-057, Home Respiratory Care Program,
September 19, 2001
The Joint Commission Comprehensive Accreditation Manual for
Home Care 2012
The Joint Commission National Patient Safety Goal
NPSG.15.02.01

6. RESCISSION: Policy Memorandum No. 121-1, Home Oxygen, dated November 20,
2009

7. RESCISSION DATE: July 1, 2013

IIsll

Wendy J. Hepker, FACHE
Medical Center Director
Attachments: Appendices A-C
Distribution: B, C, D

161M3 (10)
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PATIENT RIGHTS

The following list of patients’ rights is assured for each patient on the Home Oxygen
Program:

1. You will be treated with dignity, compassion, and respect as an individual. Your
privacy will be protected. You will receive care in a safe environment. We will seek to
honor your personal and religious values.

2. You have the right to be told what you can expect from the use of oxygen and what
will happen to you if you refuse to use oxygen.

3. You have the right to be informed and involved in decisions regarding your plan of
care and to refuse care.

4. Your shadow file and all other information about you will be kept confidential, unless
disclosure is required or permitted by law and you consent to the release.

5. You have the right to be discharged from the Home Oxygen Program at any time you
desire.

6. You have a right to privacy and security and to have your property respected.

7. You will be given information about the health benefits you can receive. The
information will be provided in a way you can understand.

8. You, and any persons you choose, will be involved in all decisions about your care.
You will be given information you can understand about the benefits and risks of
treatment. You will be given other options. You can agree to or refuse treatment. You
will be told what is likely to happen to you if you refuse treatment. Refusing treatment
will not affect your rights to future care but you take responsibility for the possible results
to your health.

9. Tell your provider about your current condition, medicines (including over-the-
counter and herbals), and medical history. Also share any other information that affects
your health. You should ask questions when you do not understand something about
your care. Being involved is very important for you to get the best possible results.

10. If you believe you cannot follow the treatment plan, you have a responsibility to
notify your provider or treatment team.

11. You are encouraged and expected to seek help from your treatment team or a
patient advocate if you have problems or complaints. You will be given understandable
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information about the complaint process. You may complain verbally or in writing,
without fear of retaliation. You also have the right to contact the Joint Commission for
safety concerns and complaints at telephone number: 1-800-994-6610.
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PATIENT RESPONSIBILITIES

1. Treat the VA and the oxygen contractor with courtesy and respect.

2. Ask questions about your equipment or care that you do not understand.

3. Contact the Home Oxygen Coordinator (HOC) at your VA Medical Center during the

hours of 8 a.m. to 4:30 p.m., immediately if you are having or have experienced any

problems with equipment. Call the vendor only in an emergency during hours other than

those shown for HOC. The vendor emergency number is posted on their equipment.

4. Notify HOC at your VA Medical Center (not the vendor) when equipment provided is
no longer needed.

5. Notify the vendor if you will not be available for a scheduled appointment.

6. Follow the VA staff and/or the vendor’s instruction about the appropriate use of the
equipment. Note: Do not store oxygen tanks in vehicles in extreme temperatures.
The oxygen tank has a relief valve and if the temperature reaches 85 degrees or
higher, the relief valve is released due to high pressure and will cause damage to
your vehicle.

7. Follow the equipment instructions regarding the handling, care, safety, and general
cleaning procedure of the equipment.

8. Use reasonable care in the use of equipment provided.
9. Notify the contractor if you are having problems with your equipment and supplies.
10. Inform Primary Care Physician of any change in your condition.

11. Smoking cessation is vigorously recommended. However, at minimum, the patient
must refrain from smoking in the room where oxygen equipment is used and/or stored.
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1.

2.

3.

4.

HOME OXYGEN USE FOLLOW-UP SAFETY ITEMS
No Smoking, Oxygen in Use signs are provided and/or posted.
Smoke alarm is present and alarm sounds when tested.
Verification that the patient has been instructed to test smoke alarms monthly.

Patient and family or cohabitants are given educational materials regarding the

hazards of smoking and using an open flame near oxygen.
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LOUIS STOKES CLEVELAND MEDICAL CENTER POLICY 111-007
VA MEDICAL CENTER October 1, 2015

10701 East Boulevard

Cleveland, OH 44106

HOME OXYGEN PROGRAM

1. PURPOSE. To establish policy and procedures for the Louis Stokes Cleveland VA
Medical Center (LSCVAMC) Home Oxygen Program. The policy includes ordering
oxygen and related oxygen accessories.

2. POLICY. The Home Oxygen Program will comply with Veterans Health
Administration (VHA) regulations and with the Joint Commission on Accreditation Home
Care standards. The criteria for home oxygen therapy will be consistent with the
American Thoracic Society (ATS) standards as determined through the Nocturnal
Oxygen Therapy Trials (NOTT) in the 1980's, and with the latest Medicare guidelines
regarding clinical criteria for home of other medical treatments.

3. RESPONSIBILITY
a. Clinical Responsibility

1) The Chief, Pulmonary Section of Medical Service is responsible for the
clinical oversight and organization of the Home Oxygen Program.

2) The Medical Director, Home Oxygen Program, is responsible for
establishing criteria and standards for the program, and for assuring that clinical
requirements and the process of ordering home oxygen follow the guidelines
established by the NOTT Study, the standard for prescribing oxygen in the home. (See
attachment A for criteria.)

3) The Coordinator of Pulmonary Service, along with the Home Oxygen
Program Coordinator, is responsible for overseeing the day-to-day operation of the
Home Oxygen Care Program, and provides back-up coverage. In addition, these
individuals prepare the annual contract requirements submitted to the Contracting
Officer.

4) The Home Oxygen Technician initiates the patient record in the
Computerized Patient Record System (CPRS). This individual conducts diagnostic
tests, when required, for new and follow-up patients and documents results in CPRS,
establishes controls to assure timely follow-up and action for patient medical evaluation,
and reviews all electronic consults for home oxygen for clinical completeness and
accuracy, including signature of the Medical Director or designee.

5) Physicians referring patients to the Home Oxygen Program are responsible
for following the process and procedures for referral. This includes the initiation of an
electronic consult in CPRS.

b. Administrative Responsibility
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The Chief, Prosthetic Service, is responsible for determining who is eligible for oxygen
therapy at LSCVAMC expense. Details of eligibility are provided in attachment B. The
Chief, Prosthetics and Sensory Aids Service, or designee will be responsible for the
overall administrative control of the Home Oxygen Program and the maintenance of
appropriate reports assessing workload, patient satisfaction, quality measures, and
fiscal data.

4. PROCEDURES
a. Referral/Screening/Eligibility Process

1) All requests for home oxygen care will be sent to Pulmonary Service via
electronic consultation. This consult will include information on the patient’s smoking
history. All changes or amendments to prescriptions will be annotated as a revision or
renewal and will follow the aforementioned procedure.

2) Diagnosis and treatments for patients will be fully and appropriately
documented in the medical record.

3) The Home Oxygen Technician will respond to the Home Oxygen consult.
For inpatients, the Home Oxygen Technician will review the patient's oxygen needs and
document them on the electronic consult. If the patient qualifies for oxygen, the consult
will be completed with appropriate prescription that will be reviewed and signed by the
Medical Director, Home Oxygen Program or designee. If the patient does not qualify,
the results of the evaluation will be documented on the consult and closed. An alert will
be generated to the requesting physician. For outpatients, the consult will be reviewed
and then the patient will be scheduled to be seen in the home oxygen clinic and an
evaluation will be done at that time.

b. Referral to Contractor Process

1) The Home Oxygen Technician will contact the contractor via telephone or
fax, providing all the necessary information, including smoking history, to set the patient
up with appropriate equipment and supplies. The local contract, together with the
patient's diagnosis and liter flow-rate, will be the determining factors in accordance to
the need for choosing the most cost-effective delivery (concentrator, gas, or liquid)
system in each case. A copy of the completed transaction will be sent to Prosthetic
Service.

2) The contractor will contact the veteran or care provider to establish a delivery
time. The set-up delivery shall take place within 24 hours.

3) Allinvoices from the vendor will be submitted directly to Prosthetic Service.
The contractor's invoice shall identify the veteran by name and social security number
and list all the services of items rendered. (See Attachment C) The vendor will forward
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a copy of all delivery receipts signed by the patient or care giver with the monthly
invoices submitted to Prosthetic Service for payment.

c. Inpatient Discharge Process

1) Patients' discharge data and the delivery of home oxygen equipment will be
coordinated by the Home Oxygen Technician. For discharge planning purposes, a
minimum of twenty four hours should be allowed for processing and delivery of home
oxygen equipment and related supplies.

2) The Home Oxygen Technician will contact the vendor via telephone or fax,
providing all the necessary information, including smoking history, to set the patient up
with appropriate equipment and supplies. A copy of the completed transaction will be
sent to Prosthetic Service.

3) All patients being discharged on supplemental oxygen will be given a
booklet and properly instructed in the use and possible complications and/or hazards
involved in oxygen therapy. The Home Oxygen Coordinator or designee will provide
instruction and obtain the patient's or caregiver's signature for consent and education.

d. Discontinuation of Oxygen

1) A patient will be discontinued from oxygen therapy if they fail to comply with
the requirements listed in Attachment D “Smoking and Home Oxygen Usage”. Patients
may be discontinued from the Home Oxygen Program if the patient refuses or fails to be
re-evaluated or is found to be smoking in the home environment. Patients may also be
discontinued if they do not comply with attending yearly renewal appointments. Patients
determined no longer eligible for oxygen at LSCVAMC expense will be notified in writing
thirty days prior to discontinuation that the LSCVAMC will no longer be responsible for
payment. The oxygen contractor will also be notified.

2) All patients found to be non-compliant will receive a Home Oxygen Ethics
Consult. After review, if the decision is made to discontinue payment for oxygen, the
veteran will receive a 30 day notice prior to having the equipment picked up.

e. Reassessment Process

1) All patients in receipt of oxygen at LSCVAMC expense will be clinically re-
evaluated and the need for oxygen therapy documented within three months and twelve
months for the first year. Thereafter, the reassessment for continuing oxygen therapy
must be completed within the next 12 months, although the patient may be required to
report more frequently to the medical center for special evaluation. Established home
oxygen patients can be seen in their assigned community based outpatient clinic
(CBOC) for annual Home O2 prescription renewals. Wade Park VA Home O2 staff are
to be notified of testing results and renewals are completed accordingly. Renewal of the
physicians order for the use of home oxygen must be done yearly.
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2) If upon reassessment, there is a change in the order then a "Renewal
Request for Use of Supplemental Oxygen in the Home" will be initiated by the
Technician, Home Oxygen Program. The processes delineated above will then be
implemented.

3) If upon reassessment it is decided that the patient no longer meets eligibility
criteria, then the patient will be discontinued from the Home Oxygen Program.

5. REFERENCES

a. Long —term Oxygen Treatment in Chronic Obstructive Pulmonary Disease
(COPD): Recommendations for Future Research. National Heart, Lung, and Blood
Institute (NHLBI) Workshop Report. American Journal of Respiratory and Critical care
Medicine. Vol 174. pp. 373-378, (2006).

b. Nocturnal Oxygen Therapy Trial Group. Continuous or nocturnal oxygen
therapy in hypoxemic chronic obstructive lung disease: a clinical trial. Ann Inter Med.
1980;93:391-8.

c. Veteran Health Administration (VHA) Patient Safety Alert dated January 6,
2005, Fire Response and Planning at:
http://vaww.ncps.med.va.gov/Guidelines/alerts/FireResponseAlert.pdf

d. The Joint Commission Environment of Care Standards, EC.1.30;

e. VHA National Ethics Teleconference Call, October 23, 2001, Home Oxygen for
Patients Who Smoke: Prescription versus Proscription at:
http://vaww1.va.gov/vhaethics/download/Transcripts/EthicsHotlineCall10.23.01.doc;

f. VA Manuals and regulations that apply to Home Oxygen Program: M-1, Part |,
Chapter 16, 16.25;M-1, Part |, Chapter 17; 1997-98; 2001-2—2, Comprehensive
Accreditation Manual for Home Care, The Joint Commission.

6. RECISSION. All previous versions of Medical Center Policy 111-007 are
rescinded. The next review date of this policy is October 1, 2018.

7. FOLLOW-UP RESPONSIBILITY. Chief, Pulmonary Section, Chief, Medical
Service, and Chief, Prosthetics and Sensory Aids.

s/
SUSAN M. FUEHRER
Medical Center Director

Attachments
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CRITERIA FOR ORDERING HOME OXYGEN THERAPY
Indications for Home Oxygen

a. Patients eligible for oxygen therapy should be clinically stable, and on an
optimal medical regimen to improve or maintain pulmonary and cardiac function. A
commitment to smoking cessation is strongly encouraged, with referral to a smoking
cessation program and access to nicotine replacement when medically allowed. Any
patient who does not quit smoking will be discontinued from the home oxygen program
until smoking cessation has been achieved. In addition, patients eligible for oxygen
therapy must meet one of the following medical criteria (arterial blood gases or pulse
oximetry) to qualify for oxygen therapy:

b. Resting arterial oxygen tension (Pa02) below 55mmHg (or oxygen saturation
levels (SpO2) of 88% or below). Patients meeting this criteria only during exercise will
qualify for supplemental oxygen therapy with exertion.

c. Resting or exertional arterial oxygen tension (Pa02) greater than 55mmHg but
less than 60 mmHg (or saturation levels of 89% or below) and with hypoxia-related
dysfunction such as, but not limited to, cor pulmonale, insomnia, disturbances of
mentation. Patients meeting these criteria only during exercise will qualify for
supplemental oxygen therapy with exertion.

d. Documented nocturnal desaturation of 10-20% or more of sleep time will qualify
for home oxygen therapy for use at night time.

e. On an exceptional basis (in patients not meeting criteria b-d above), oxygen
therapy will be prescribed for sleep apnea, migraine, and other conditions where
medical evidence suggests
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CRITERIA FOR ESTABLISHING ELIGIBILITY FOR HOME OXYGEN THERAPY

The Veteran's Health Care Eligibility Reform Act of 1996 simplified and expanded
veterans' eligibility for VA medical care. The act, signed into law on October 9, 1996,
established any needed hospital and outpatient care-to the extent that Congress
appropriates funds to provide this care.

a) Veterans receiving compensation for service-connected disabilities.
b) Former Prisoners of War.
c) World War | veterans.

d) Veterans exposed to Agent Orange in Vietnam, environmental hazards in the
Persian Gulf, ionizing radiation, for illnesses possibly resulting from the exposure.

e) Low income veterans and veterans with a non-compensable service-connected
disability who need treatment for their service-connected disability.

f) The VA may furnish any necessary hospital and outpatient care to any other
veteran - but only if resources and facilities are available and only if the veteran:

1) Agrees to pay a VA co-payment, if one is required. This includes veterans
with no compensable service-connected disabilities whose income and net worth are
above a certain level.

2) Veterans with a VA service-connected disability rated at zero percent who
are not receiving care for their service-connection or they are eligible under other
criteria for cost-free care.

3) Legislation also requires the department to establish an annual patient
enrollment system, based on established priorities, with the highest priority given to
those veterans with service-connected conditions. Effective October 1998, many
veterans must be enrolled in the plan in order to receive VA medical services. Veterans
with a 50 percent or more Veterans Benefits Administration (VBA)-Horated disability
seeking care for any condition may not be denied because of the enroliment
requirement.
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HOME OXYGEN EQUIPMENT

1. The specific oxygen dispensing equipment will be selected based on optimizing
cost-effectiveness while meeting individual patient's needs. Based on current cost
consideration, oxygen concentrators will be the standard primary modality for all
patients, based on their individual oxygen flow needs and for patients who have limited
mobility.

2. Compressed Gas. Oxygen normally provided in a cylinder under the compressed
gas system. For those who are ambulatory and in active rehabilitation and require
portability, a tank with a cart may be provided. This particular system requires a
regulator to adjust the flow rate and a stand or bag to secure the cylinder; as well as in
some cases, a humidifier to moisten the air. This oxygen system is normally furnished
to patients who meet criteria for portable oxygen in the compressed gas form. When
this particular system is provided, preset oxygen flow regulators should be provided
when medically indicated.

3. Oxygen Concentrator. The oxygen concentrator delivery system provides an
economical method of therapy when patients need continuous oxygen, and are
relatively housebound or have minimal portability needs. The furnishing of a separate
M 60 cylinder of compressed gas is necessary for emergency needs or to meet
temporary needs as they occur.

4. Liquid Oxygen. The liquid oxygen system includes a reservoir/canister and a
portable device which can be filled from the reservoir if the patient is ambulatory. This
method has traditionally been mostly prescribed for patients using extensive amounts of
oxygen from portable sources.

5. Travel Oxygen. The Department of Prosthetics and Sensory Aids will pay for 30
days of travel oxygen each year. Requests over 30 days are subject to the approval of
the Chief of Prosthetics. Patients are strongly encouraged to contact the home oxygen
clinic at least two weeks before travel date. Patients will be provided a portable
concentrator as well as supplemental oxygen supplies as deemed necessary by the
oxygen prescription.

6. Portable Oxygen Concentrators. Portable Oxygen Concentrators are available for
travel as rentable equipment. These concentrators are not purchased routinely for
patients and any requests for purchase must meet the established Veterans Integrated
Service Network (VISN) criteria and approval of the Chief of Prosthetics. Portable
Oxygen Concentrators may be rented on a long term basis for veterans who qualify
clinically and wish to exercise this option for their portable oxygen needs.
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SMOKING AND HOME OXYGEN USAGE

1. All patients being evaluated for home oxygen therapy will be assessed for
tobacco use/smoking as part of their initial evaluation. This assessment will include a
Carbon Monoxide (CO) breath check and possibly an Arterial Blood Gases (ABG) with
Carbon Monoxide Oximetry (COX). The primary care provider or consulting physician is
notified of all findings.

a. If the CO values are greater than 11-20 PPM or 20+, the patient cannot be
started on home oxygen until the CO range is lowered. Patient will be educated about
the policy and offered a return appointment in 30 days for another CO check. The
consulting physician and/or the primary care provider will be notified.

b. If the values are in the seven-ten (7-10) Part Per Million (PPM) range, the patient
may be started on home oxygen providing that the patient is committed to further
cessation efforts and agrees to return for a follow up CO check in 30 days.

c. Any values in the zero-six (0-6) range are considered non-smoking.

d. Upon renewal of the home oxygen prescription— if a patient registers CO values
in any smoking range, the patient must agree to smoking cessation and return in 30
days for a follow up evaluation.

2. In all home care settings where oxygen is used, the following actions are
implemented:

a. Afire-risk assessment is conducted by the oxygen contractor of all new oxygen
therapy home care patients, and a reassessment is conducted when renewing an
oxygen prescription, or at any time there is a change in the patient’s oxygen therapy
(e.g., equipment). Those patients who smoke may be ineligible for oxygen if they do not
stop smoking.

b. Any patient who is known to be a current smoker when referred to the Home
Oxygen Program must be offered nicotine replacement therapy or attend smoking
cessation classes on admission to the program. This process is clearly delineated in
the CPRS Consult for entry into the Home Oxygen Program.

c. Any contract for oxygen delivery services for home care patients must
incorporate requirements that contractors provide educational and/or warning
information for patients and their families and/or caregivers on the hazards of smoking
while oxygen is in use. The vendor will be notified in the referral form of the patient’s
smoking history. Educational materials must be provided upon initial delivery and as
needed.
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d. The home environment of any home oxygen patient must have appropriately
working smoke alarms. The presence of the smoke alarms must be verified and the
patient must be instructed by the oxygen vendor to test all smoke alarms. In any home
where smoke alarms are not present on each floor, the patient is educated about the
need to obtain them. The vendor will check for presence of the smoke alarms at each
maintenance visit, which occurs approximately every 90 days.

e. Education and orientation must be provided to each patient, and to other
residents of the home who smoke in the dwelling, whenever possible, regarding the
hazards of smoking while oxygen is being administered. This includes the placement
and provision of proper “NO SMOKING” signs. In addition to the educational material,
each facility must provide a checklist or other cognitive aid to promote safe home
oxygen use by the veteran. This activity must be documented by the prescribing
medical center and included as part of the prosthetics review prior to, or concurrent
with, the onset of the home oxygen therapy. All patients or their caregivers will sign an
agreement after the educational process agreeing to the terms set forth by the Home
Oxygen Program.

3. For home care patients determined to be high fire-risk, the following actions are
implemented:

a. The Home Oxygen Technician must alert the home oxygen vendor that the
patient is at high-risk for smoking while oxygen is in use.

b. Any patient who is identified as a smoker will be required to return to the clinic for
a follow up evaluation within the first 30 days of treatment to assess compliance with
smoking cessation efforts and for continued education on the hazards of smoking while
on oxygen.

c. Incidents, where patients are reported as non-compliant with the guidelines set
forth in the education and orientation material and/or whose behavior poses a risk of
self-harm or harm to others, are documented and reported to the Home Oxygen
Technician, Respiratory Practitioner, or equivalent. The Home Oxygen Technician,
Respiratory Practitioner, or equivalent must report non-compliant behavior to the
patient’s provider, or appropriate designee, who must counsel the patient and/or
patient’s surrogate of the potential risks associated with such activity and potential
consequences of continued activity.

d. If a patient is suspected of smoking in the home they will be referred to the Home
Oxygen Technician or Coordinator. She will schedule the veteran for an appointment
for a CO check and a blood gas test may be obtained. If the patient’s
carboxylhemoglobin level is elevated and indicates continued smoking, the patient will
receive a warning about their continued smoking and be expected to return in 30 days
for a follow-up appointment. If on re-assessment and a possible repeat blood gas test
their CO level remains elevated their participation in the Home Oxygen Program will be
terminated.





3 MEDICAL CENTER POLICY 111-007
ATTACHMENT D

e. Prior to termination from the home oxygen program, a Home Oxygen Ethics
Consult will be initiated which summarizes the non-compliance issues. The patient will
be discontinued only after the Ethics review is complete.

4. Chief of Staff (COS). The COS, or designee, is responsible for:

a. Tracking reported incidents involving patients receiving oxygen therapy who have
a close call or confirmed adverse event related to smoking. These incident reports may
come from various individuals or services, including, but not limited to: the home
oxygen vendor; Patient Safety Program, Quality and Performance Program, or clinical
staff; family; and/or direct caregivers.

b. Each incident will be reported to the Patient Safety Office, and the Chief of
Prosthetics will report to the Quality and Performance Improvement Committee, and the
prescribing clinician (if not initially reported to them at the time of the incident).

5. Prescribing Clinician for Oxygen Therapy. The prescribing clinician for oxygen
therapy or designee is responsible for discussing with the patient and/or the patient’s
surrogate, responsibility for complying with the terms agreed upon for safe
administration of oxygen therapy when therapy is initiated. The prescribing clinician, or
clinician notified of the close call or adverse event must:

a. Document, in the patient’'s medical record, all reported close calls and adverse
events related to smoking while oxygen is in use.

b. Report all close calls and adverse events related to the patient’s smoking while
oxygen is in use to the facility Chief of Staff (COS), Risk Management or Patient Safety.

6. Home Oxygen Coordinator or Designee. The Home Oxygen Coordinator, or
designee, is responsible for:

a. Documenting, in the patient’s medical record, all reported close calls and adverse
events related to smoking while home oxygen therapy is in use.

b. Reporting to the facility, or Home Oxygen Oversight Committee, all close calls
and adverse events related to the patient’'s smoking while oxygen is in use.
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Home Ventilator Patients

1. Patients determined to need mechanical ventilation in the home will receive a
consult to Home Oxygen.

2. The Home Oxygen staff, in collaboration with the VA contracted vendor, will
ascertain the following components prior to placing a ventilator in the home:

a. The determination by the medical staff that veteran is a suitable candidate
for mechanical ventilation in the home

b. The determination that there are - at minimum —two dedicated caregivers
for the veteran at all times

c. The understanding and assurance that the caregivers must learn to
competently care for the veteran; this education and care is to include:
tracheostomy care, trach tube changes, suctioning, cough assist (if ordered),
ventilator usage and emergency procedures

d. A home assessment that determines the safety of the veteran and all
required equipment in the home

e. The veteran and caregivers must complete - at minimum - a 24 hour
independent stay if veteran is a new ventilator patient

3. The Home Oxygen Program staff will oversee the completion of all necessary
educational components of both VA and vendor staff.

4. The Home Oxygen Program staff will coordinate care with the vendor; to include
regular written reports on a monthly basis.
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Louis Stokes Cleveland VA Home Oxygen Program

Home Ventilator Process

Consult received for a
home ventilator and found
appropriate by medical staff

l

Dedicated caregivers (CG)
identified; minimum of two

!

Home assessment completed

with no adverse findings

|

Patient and CG education
completed for trach care,
suctioning, cough assist
and respiratory
equipment

All components of this process
must meet successful completion
or the consult will be closed and
request for a home ventilator
denied.

Independent Living Apartment (ILA)
stay of at least 24 hours is completed
and found to be successful

}

Patient and CG education Patient and CG education
completed by contracted completed for all nursing,
| vendor for ventilator and — Occupation Therapist (OT)
all related equipment and any other services as

l ordered

Final discharge orders written

l

Veteran is discharged home on the ventilator

Vendor to assist and provide written documentation as per contract
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HOME RESPIRATORY CARE PROGRAM (HRCP)

1. PURPOSE: To establish guidelines and procedures for the approval and
continuation of Veterans for the home oxygen program.

2. POLICY: The Home Respiratory Care Team (HRCT) is responsible for

a. Reviewing all aspects of the HRCT to include

(1) Determination of eligibility for and entitlement to home oxygen therapy.

(2) When designated by the Contracting Officer, the Home Oxygen Coordinator
(HOC) will function as the Contracting Officer's Representative (COR) for the home
oxygen respiratory care by authorizing the contractor to deliver and setup the
appropriately prescribed equipment. The Prosthetic Representative is the designated
alternate COR and fund control point official. The COR assures all Joint Commission
requirements are satisfied by the contractor in accordance with contract guidelines.

(3) Monitoring the Home Respiratory Care Program to maintain regulatory
compliance including record of care documentation evaluating Veteran status while
enrolled in the home oxygen program.

(4) Annually conducting a patient satisfaction survey.

(5) New Veterans will be re-evaluated in 90 days to establish stability with short-
term oxygen therapy and on an annual basis for those on long-term oxygen therapy.
The physician will notify Prosthetics and Sensory Aids Service (P&SAS) of this
continued need or the need to terminate the oxygen therapy if indicated.

(6) Home visits will be conducted annually on 10 percent of Veterans on the Home
Respiratory Care Program. Home visits will be conducted by qualified members of the
HRCT. These random home visits are necessary to provide quality assurance of
treatment modality.

(7) The HOC or designee will contact the contractor with the prescription and all
necessary information to set the Veteran up with oxygen. The setup delivery shall take
place within 24 hours of the initial contact from the HOC. If urgent or emergent care, a
local vendor will be used to setup oxygen in less than 24 hours.

(8) Prosthetics and Sensory Aids Service will obligate the necessary funds on a
credit card to support the Veteran for a period not to exceed one month. Chief, P&SAS
or designee will sign as the authorizing official.

b. Appropriate Controls

(1) All Veterans in receipt of oxygen at VA expense will be clinically and
physiologically re-evaluated and the need for oxygen therapy documented on initial
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evaluation and then at 90 days. Thereafter, the need for continuing oxygen must be
documented at least annually.

(2) A Veteran will not be discontinued from oxygen therapy unless ordered by a
physician. If the Veteran refuses or fails to adhere to the safety guidelines or
compliance with clinical appointments, home services will be suspended. This decision
will be the responsibility of the COR / Home Oxygen Coordinator. Veterans determined
to be no longer entitled to oxygen at VA expense will be notified in writing by certified
letter that VA will no longer be responsible for payment thirty days prior to
discontinuation. The oxygen contractor will also be notified.

(3) All changes in oxygen prescription (liter flow, equipment, frequency of use) will
require assessment and qualification by the Pulmonary Department through Respiratory
Therapy Clinic.

3. ACTION

a. New/established patients

(1) Initial oxygen request or appropriate prescription written by the Primary Care
Provider (PCP) or Fee provider.

(2) Request submitted to the Chairman, Home Respiratory Care Program (HRCP)
or the P&SAS for approval.

(3) Oxygen support set up within 24 hours of initial request.

(4) For Hospital discharges and/or Veterans that are referred from outside the
Columbus VA Ambulatory Care Center (VA ACC) and Community Based Outpatient
Clinic's (CBOC), the initial setup will be handled by the Columbus VA ACC. The
Columbus VA ACC will schedule the initial assessment within that 30 day period to
assess patient for home oxygen qualification.

(5) All Veterans being discharged on supplemental oxygen will be given a booklet
and properly instructed in the use and possible complications and/or hazards involved in
oxygen therapy. The Home Oxygen Coordinator or designee will provide instruction
and obtain the Veterans signature for consent and education.

b. Short Term: Clinic Veterans: Follow-up will be completed within 90 days by the
Pulmonary Department after initial issuance of home oxygen supplemental therapy.
Arterial Blood Gases (ABGS) or pulse oximetry on room air will be submitted to P&SAS
for entitlement.

c. Long Term

(1) All Veterans requiring long-term oxygen and mechanical ventilation will be re-
evaluated annually. ABGs or pulse oximetry on room air will be submitted to the HOC
for review.
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(2) Clinic Veterans: Follow-up will be completed within 90 days and every twelve
months thereafter by the Pulmonary Department.

d. Controls
(1) Home respiratory services will be discontinued upon receipt of a physician’s
note. Veterans may be discharged from the HRCP for payment purposes if the Veteran

refuses or fails to be re-evaluated.

(2) Veterans no longer eligible for the HRCP at VA expense will be notified in
writing 30 days prior to termination. The oxygen contractor will also be notified.

(3) Liquid oxygen can only be prescribed for Veterans that are physically active in
order to assure quality of life.

(4) Basic setup for home oxygen equipment will be as follows:
(@) One (1) concentrator,

(b) Four (4) “E” tanks,

(c) One (1) “H” tanks (back up system), and a

(d) Conservatory Device (tank type only) when recommended.

e. Committee Membership

Physician responsible for Respiratory Care — Chairman
(Non-Pulmonologist Physician may serve as Temporary Chairman when
Pulmonologist is not available due to leave or other circumstances.)
Chief, Prosthetics — Co-Chairman

Respiratory Therapist — Contracting Officer Representative (COR)
Patient Safety Manager or designee

Quality Management designee

Ethics Management or designee

Ad Hoc: Social Work designee, Geriatrics designee

The Home Respiratory Care Program Committee reports to the Medical Executive
Board (MEB). All minutes are reported to the MEB for approval.

f. Definitions: The term Home Oxygen Supplement refers to an array of oxygen
delivering methods and various types of equipment used in the home for oxygen
therapy. Three primary methods are used:

(1) Compressed Gas — Oxygen is normally provided in a large cylinder under the
compressed gas system. For those Veterans who require portability, a small tank with a
cart is provided. This particular system requires a regulator to adjust the flow rate, a
stand to secure the large cylinder, and in some cases, a humidifier to moisten the air.
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This oxygen system is normally furnished to Veterans who do not need continuous
oxygen or who are prescribed a low flow-rate. Pre-set oxygen flow regulators should be
provided when medically indicated or necessary.

(2) Oxygen Concentrator — The oxygen concentrator delivery system provides an
economical method of therapy when a Veteran needs continuous oxygen and is
relatively housebound or has minimal portability needs. The furnishing of a separate “E”
cylinder of compressed gas is necessary for emergency needs or to meet temporary
portability needs as such needs occur.

(3) Liquid Oxygen — The liquid oxygen system includes a reservoir/canister and a
portable device which can be filled from the reservoir if the patient is ambulatory. This
method has traditionally been prescribed for Veterans using extensive amounts of
oxygen from portable sources.

(4) Ventilator or Bi-Pap machine is a device used for the continuous mechanical
ventilation of a Veteran.

(5) Continuous Positive Air Pressure (CPAP) is a device used to provide
continuous positive air pressure for breathing.

(6) Suction machines are devices used to evacuate secretions from a Veteran’s
lungs.

(7) Nebulizers are devices used to dispense medication with the use of an
electrically operated compressor.

g. Criteria: Veterans eligible for oxygen supplement therapy must meet one of the
following medical criteria, as established and verified by procedures outlined herein:

(1) Resting PaO2 <55 mmHg or SpO2 < 88 percent.

(2) Resting PaO2 > 56 mmHg and < 59 mmHg or a SpO2 < 89 percent as
measured by oximetry with evidence of a condition that suggests tissue hypoxia as
determined by clinical or laboratory findings such as: pulmonary hypertension, cor
pulmonale, eyrthrocytosis/erythrocythemia/polycythemia (e.g., a hematocrit >55
percent), or impairment of cognitive processes as determined by standard clinical
evaluation (e.g., minimental status examination)

(3) Exercise SpO:2 < 88 percent during or following exercise.

(4) Nocturnal SpO:2 < 88 percent, which among other conditions, may be suggested
by, and should be accompanied by, one or more of the following or other complication,
symptoms or condition considered to be the result of nocturnal hypoxemia: nocturnal
restlessness, morning headaches, eyrthrocytosis/erythrocythermia/
polycythemia, cor pulmonale, pulmonary hypertension, unexplained daytime
somnolence, obstructive sleep apnea whose nocturnal SpO:2 is nhot maintained despite
successful treatment of the nocturnal respiratory events.
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(5) In the absence of complications or symptoms of hypoxemia at least 5 minutes of
a SpO2 <89% of total sleep time should be demonstrated during sleep. Alternatively, if
the patient does not meet this criteria but spends more than 2% of total sleep at a SpO:2
< 89%, this would also qualify for nocturnal oxygen. In the absence of the criteria listed
above, it may be up to the discretion of the pulmonary physician to order oxygen.

Note: The measurement of arterial oxygen concentration for the above indications
should be made or extrapolated to the altitude at which the patient typically lives. A
nomogram to calculate the expected PaO: is available.

(6) Room air arterial blood gas study or pulse oximetry while on room air (at least 30
minutes) must be obtained while the veteran is in stable condition. The blood sample
should be obtained 24-48 hours before or after the Veterans discharge date or date of
the physician’s order. This precludes samples performed at admission or taken from
emergency rooms where the Veteran is thought to be acutely ill and may not require
long-term oxygen therapy after treatment for the acute illness has been performed.

h. Assessment

(1) Initial screening with oximetry may be carried out in any clinical setting by any
health care provider. While a greater severity of disease may be associated with a
greater likelihood of hypoxemia, all severities of disease may be associated with
hypoxemia. For this reason, resting pulse oximetry screening is strongly recommended
for all Veterans with a condition that may be associated with hypoxemia, regardless of
severity.

(2) Any assessment beyond initial screening should be carried out in a clinical
setting with appropriate resources by trained individuals experienced in home oxygen
evaluation and treatment including appropriate Veteran education.

(3) Assessment Steps After Initial Screening

(@) SpO2will be measured via pulse oximeter at rest and exercise on RA. An ABG
should be performed if qualifying SpOzis questionable. Situations, among others,
where this may occur include poor peripheral circulation, borderline results and
hyperventilating patients.

Note: When oximetry and blood gases conflict, the arterial blood gas result should be
used for determination of oxygenation status. Ensure that the oximeter being used is
accurate when discrepancies occur.

(b) Titrate oxygen liter flow (preferably using an oxygen system, such as a
concentrator that the Veteran would be using at home) to a SpO:2 of 90 to 92 percent as
a goal, recognizing that this may not be attainable in all patients.
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(c) Exercise for the purpose of assessing a Veteran for supplemental oxygen is
defined as an activity that renders the veteran dyspneic. This may occur with no or
minimal exercise or with heavy exercise, depending on the Veterans sensation of
dyspnea. The prescription of oxygen should be tailored to the SpO0: at rest (if
necessary) and with exercise.

(d) There are many approaches to exercise from walking the Veteran at a normal
pace until tired to a more formal 6 minute walk. Exercise should be performed
whenever possible with the oxygen delivery device the Veteran will require for
ambulation. This recommendation is based upon the findings of respiratory care
practitioners that devices differ in the amount of oxygen actually delivered for the same
setting; this may lead to inadequate or inappropriate oxygenation of the Veteran.

(e) Nocturnal testing, as previously indicated (Section 1V) is usually based on
clinical suspicion because of a sleep disturbance or unexplained Cor pulmonale. This is
performed at an overnight study focused on measurement of SpO.. Clinical assessment
of Veterans receiving home oxygen for the diagnosis of sleep apnea will be evaluated
on a case by case basis and will be exempt from routine annual renewal visits.

Notes:

1. Veterans who are very dyspneic at rest may not qualify for oxygen at rest or with
exercise since there is a very poor correlation between dyspnea and hypoxemia. This
may require a careful explanation to the Veteran as to why the Veteran does not qualify,
despite dyspnea.

2. Caregivers of terminally ill Veterans often request oxygen without evidence of
hypoxemia, as it has been widely used with the belief that it helps relieve the
“breathlessness” associated with the end of life. The use of home oxygen should be
discouraged for these Veterans. Other measures to relieve the anxiety that these
Veterans experience may be more beneficial and less costly than the use of oxygen.
For example, movement of cool air with a fan can reduce dyspnea/stimulation of the
trigeminal nerve on the skin from air pressure or skin cooling may reduce the sensation
of dyspnea and compressed air is as effective as oxygen.

i. Eligibility

(1) The HOC, or designee, shall be responsible for determining who medically
qualifies for oxygen therapy at VA expense.

(2) Oxygen therapy may be provided at VA expense to:

(a) Service-connected Veterans with a service-connected pulmonary condition
requiring oxygen.

(b) Veterans with compensable service-connected disabilities generally rated 10%
or more.
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(c) Former Prisoners of War; Veterans discharged or released from active military
service for a compensable disability that was incurred or aggravated in the line of duty;
and Veterans who are in receipt of section 1151 (Vocational Rehabilitation) benefits.

(d) Any non service-connected Veteran in receipt of an improved pension based on
the need for aid and attendance or by reason of being permanently housebound.

(e) Any Veteran who has an annual income and net worth below the “Means Test”
threshold.

(f) Compensated zero (0) percent service-connected Veterans who are receiving
statutory awards, Veterans exposed to a toxic substance, radiation or environmental
hazard (limited to certain disabilities).

(g) Veterans who must pay a co-payment for their care benefits.

(h) Oxygen will not be provided at VA expense to a Veteran not under continuing
care of a VA facility or Fee physician.

j. Discontinuation of Oxygen: A Veteran will be discontinued from oxygen
therapy if the Veteran fails to comply with the requirements listed in Attachment A
“Smoking and Home Oxygen Usage”. A Veteran may be discharged from the Home
Oxygen program if the Veteran refuses or fails to be re-evaluated or is found to be
smoking in the home environment. Veterans determined no longer eligible for oxygen
at VA expense will be notified in writing that the VA will no longer be responsible for
payment thirty (30) days prior to discontinuation. The oxygen contractor will also be
notified.

k. Traveling with Oxygen Including Relocation

(1) The HOC, or designee, has ultimate responsibility for supplemental oxygen
therapy arrangements.

(2) Veterans who travel and require extended oxygen supplies and Veterans who
are planning a move, should be informed that it is their responsibility to notify the VA
facility that administers their oxygen. Once notified, there are shared and separate
responsibilities for the VA and the Veteran.

I. Temporary Travel

(1) The Veteran informs the VA of the mode of travel, the time to reach the
destination and the length of time to be spent away from the VA. This must be done in
a timely manner to allow for proper arrangements to be made. Generally, a minimum of
two (2) weeks notice should be given in writing unless there is an emergency.

(2) If the travel is by air, the Veteran will be issued a Federal Aviation
Administration (FAA) approved portable concentrator for pre, post, and in flight use.
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(3) If the travel is by other public transportation, the Veteran is responsible for
contacting and determining the policies of the transportation provider and conveying this
information to the HOC. The supply of oxygen by the VA is dependent upon the
transportation provider’s policy. It is possible that some forms of public transportation
may not be available for Veterans traveling with oxygen.

(4) If the travel is by personal vehicle (e.g., car, sports utility vehicle, etc.), the
Veteran is responsible for working with the VA to determine the best approach to
providing oxygen while traveling, taking into consideration time on the road and
overnight stays. In these cases, the temporary issuance of a concentrator may be
indicated. However, the Veteran is still responsible to ensure he/she adheres to
hotel/motel policies pertaining to usage and/or storage of respiratory-related equipment.

(5) Once the travel arrangements are made to reach the destination, arrangements
are needed to provide oxygen.

(a) This includes finding a vendor at the destination to meet the Veteran at the
destination with oxygen and set up oxygen at the destination site. This may be
accomplished by the current vendor on contract by the resident facility, if that vendor
has a subsidiary office. If not, the VA should contact the vendor on contract with the
VAMC nearest the Veteran’s destination to make these arrangements. The resident
facility will be responsible for any charges incurred while on temporary travel.

(b) Parallel to the destination arrangements being made, a prescription and a
treatment plan are needed to cover the arrangements. This should be accomplished by
the treating physician/clinic at the Veteran’s VAMC. A copy should be provided to the
Veteran for the Veterans use as needed.

(c) The number of paid travels for vacation not related to a temporary relocation
(i.e., for a season) per year is not defined, but should be limited. A total of thirty (30)
days of travel with a maximum of two (2) setup charges is recommended. If more than
two (2), the Veteran may be responsible for setup cost.

(d) The VA will keep their contracted vendor aware of travel arrangements, as
appropriate.

m. Special considerations

(1) Airline travel requires a portable oxygen concentrator. Education will include the
Veterans responsibility for securing a portable concentrator prior to travel. The Veteran
should be made aware that the portable oxygen concentrator may need to pass security
inspections.

(2) Travel greater than one month is considered a temporary relocation. Oxygen
coordination and payment for travel greater than one month and less than three months
is the responsibility of the primary VA center. For travel greater than three months the
responsibility of oxygen coordination and payment is assumed by the destination VA.
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The Veteran is responsible to enroll in the destination VA's appropriate clinic.
Prescriptions and care plans may need to be written and faxed.

(3) Consideration will be given for Veteran's varying modes of travel and
accommodations made where possible.

n. Permanent Moves

(1) The VA will notify the destination VA of the Veterans plans to move. Every
effort should be made in providing this notification as soon as it becomes known so the
destination VA can begin to make arrival arrangements.

(2) The VA and destination VA should make all attempts possible to ensure a
contracted vendor is ready to receive the Veteran at his/her destination.

(3) A multi-month prescription and care plan should be given to the Veteran, from
the VA, while the Veteran checks in and arranges for oxygen therapy at the destination
VA.

(4) The VA should fax or otherwise transmit all of the particulars for the Veterans
oxygen therapy to the destination VA.

(5) The VA will be responsible for payment of oxygen until such time the destination
VA enrolls the Veteran into the Pulmonary/Home Oxygen Clinic and the contract vendor
sets the Veteran up on their equipment, unless other arrangements/agreements are
made between the two VA facilities.

(6) A contact name, number and address for the destination VA should be given to
the Veteran.

(7) Upon arrival at the destination (receiving) facility, any equipment that came with
the Veteran and that is owned by the resident (terminating) facility or contract vendor
should be shipped back to the terminating facility or contract vendor, unless the two
facilities or contract vendors work out other agreements/arrangements. Any costs
incurred in the shipping/handling should be the responsibility of the terminating facility.

(8) There should be no interruption in the Veterans oxygen supplies as part of the
move. The Veteran must be seen and setup without delay.

0. CPAP /BIPAP Patients

(1) Ensure that new CPAP / BIPAP Veterans being treated for sleep apnea are
scheduled for follow up at 90 days and annually thereafter. All Veterans are followed up
by their primary care provider annually. The Veteran will also be required to be seen in
the PAP Clinic annually. CPAP/BIPAP Veterans do not require annual prescription
renewals for their equipment, but do for disposable supplies.
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(2) All CPAP / BIPAP setups will be ordered and assessed through the Pulmonary
Service. All CPAP and BIPAP Veterans will need to have a valid sleep study done to be
issued a CPAP or BIPAP machine.

(3) BIPAP for Chronic Respiratory Failure will require an arterial blood gas PaC02,
done while awake and breathing the patient’s usual Fi02 in stable condition, is greater
than or equal to 52 mm Hg. The contracted oxygen vendor will supply the BiPAP and
supplies to ensure 24 hour clinical coverage.

p. Nebulizer Patients

(1) All Veterans ordered on medication nebulizers via home nebulizers will have a
PFT Screen to determine qualification.

(2) An annual evaluation of machine and supplies will occur.
g. Oxygen For Cluster Headaches: Oxygen can be prescribed for Cluster

Headaches by a physician. The order will include liter flow and duration the oxygen is to
be used. An annual prescription will be required.

4. REFERENCES: VHA Directive 2001-057, Home Respiratory Care Program, dated
September 19, 2001; VHA Handbook 1173.13, Home Respiratory Care Program, and
the Joint Commission Home Care Manual.

5. RESPONSIBILITY: The Respiratory Therapy Supervisor is responsible for the
contents of this Policy Memorandum.

6. RESCISSION: Policy Memorandum 121-07, Home Respiratory Care Program,
dated May 21, 2011.

7. RECERTIFICATION: This Policy Memorandum will be recertified on or before
October 1, 2018.

KEITH SULLIVAN, FACHE
Director

Attachments: Attachment A, Smoking and Home Oxygen Usage
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SMOKING AND HOME OXYGEN USAGE

1. In all home care settings where oxygen is used, the following actions should be
implemented:

a. A fire-risk assessment is conducted by the oxygen contractor of all new oxygen
therapy home care Veterans, and a reassessment is conducted when renewing an
oxygen prescription, or at any time there is a change in the patient’s oxygen therapy
(e.g., equipment). Those Veterans who smoke may be ineligible for oxygen if they are
deemed a fire-risk.

b. Any contract for oxygen delivery services for home care Veterans must
incorporate requirements that contractors provide educational and/or warning
information for Veterans and their families and/or caregivers on the hazards of smoking
while oxygen is in use. The vendor will be notified in the referral form of the Veterans
smoking history. Educational materials must be provided upon initial delivery and every
6 months thereafter.

c. The home environment of any home health care Veteran must have appropriately
working smoke alarms. The presence of the smoke alarms must be verified and the
Veteran must be instructed by the oxygen vendor to test all smoke alarms monthly. In
any home where smoke alarms are not present, the contractor must notify the
appropriate clinical staff (e.g., home oxygen technician) for further review and potential
action.

d. Each Veteran placed on home oxygen will have an initial evaluation done by a
respiratory therapist and will be identified as a smoker or non-smoker, or a Veteran that
lives in an environment where others smoke. The therapist will explain the smoking
safety agreement to the Veteran and offer smoking cessation information. The Veteran
will be identified as a smoker on the Home Oxygen Consult that is sent to the home
oxygen vendor. The respiratory therapist will re-evaluate the Veteran within 90 days and
then at least annually to evaluate and educate.

e. Education and orientation must be provided to each Veteran, and to other
residents of the home who smoke in the dwelling regarding the hazards of smoking
while oxygen is being administered. This includes the placement and provision of proper
“NO SMOKING” signs. In addition to the educational material, each facility must
provide a checklist or other cognitive aid to promote safe home oxygen use by the
Veteran. A Veteran will be identified as high risk if the Veteran is observed smoking
while oxygen is in use, or starts a fire while smoking with oxygen in use.

2. For home care Veterans determined to be high fire risk, the following actions should
be implemented:
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a. The Home Oxygen Technician must alert the home oxygen vendor that the
Veteran is at high-risk for smoking while oxygen is in use.

b. At the discretion of the Home Oxygen Technician, Respiratory Practitioner, or
equivalent, the Veteran may be called or visited within the first 30 days of treatment and
every six (6) months thereafter to assess compliance with education on the hazards of
smoking while on oxygen.

c. Incidents where Veterans are reported as non-compliant with the guidelines set
forth in the education and orientation material and/or whose behavior poses a risk of
self harm or harm to others, are documented and reported to the Home Oxygen
Technician, Respiratory Practitioner, or equivalent. The Home Oxygen Technician,
Respiratory Practitioner, or equivalent must report non-compliant behavior to the
Veterans provider, safety officer, and pulmonary physician, who must counsel the
Veteran and/or s surrogate of the potential risks associated with such activity and
potential consequences of continued activity.

d. If the Veteran is found to be in non-compliance with this policy after the first
incident, an appointment will be made with the home oxygen coordinator for follow up
and re-education. If there is a second incident involving the Veteran, an appointment will
be made with the Pulmonary Physician for the evaluation of home oxygen
appropriateness and the determination to continue Home Oxygen Order or to
discontinue use.
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1. POLICY. Oxygen is a medication that will be provided to eligible Veterans on
an outpatient basis when medically indicated, as determined by established criteria.

2. RESPONSIBILITIES.

Physician with primary patient responsibility
Medical Chest Staff Physician(s)

Neurology Staff

Home Oxygen Coordinator

Prosthetic Service

Home Oxygen Therapy Team (HOTT)

~ooooTw

3. PROCEDURES.

a. The Primary Care Provider will evaluate the patient for home oxygen using
the medical criteria listed in this section. In the case of home-bound patients, the same
criteria apply, but the information may be obtained in the community by a reliable
trained health professional.

(1) Patient should have oxygen readings, applicable while awake or
sleeping (for at least 5 minutes when asleep) of one of the following:

(@) PaO: equal to or less than 55 mmHg while at rest breathing
room air,

(b)  Oczsaturation equal to or less than 88% while at rest
breathing room air,

(©) An arterial oxygen tension of less than 60 mmHg or an
oxygen saturation of 89% with evidence of hypoxic organ dysfunction including cor
pulmonale, pulmonary hypertension or polycythemia with a hematocrit > 55%,

(d) An arterial oxygen tension 55 mmHg or lower or an Oz
saturation of 88% or less during exercise while breathing room air,

(e) Decrease in arterial PaO2 of more than 10 mmHg or in
oxygen saturation more than 5%, for at least 5 minutes during sleep, with signs and
symptoms of hypoxic organ dysfunction as in (c) above.

(2) Patient is on optimal drug therapy and he/she has reached optimal
oxygenation status.

(3)  After determining that the patient meets criteria for home oxygen
therapy, the Primary Care Provider will:
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(@) In the case of a Veteran followed by VA Pulmonary staff, the
Primary Care Provider will request a formal consultation from the Medical Chest
Section.

(b) In the case where the Veteran’s pulmonary care is being
managed by a community care Provider that has determined the patient’s need for
home oxygen therapy, the Primary Care Provider will complete a pulmonary outpatient
home oxygen consult, and sign completed VA Medical Center Form 10-2341, Request
for Prosthetic Service. No action from the Medical Chest Consultant will be necessary
on these patients.

(c) In the case of a Veteran, who is not followed by VA
Pulmonary staff, requiring home oxygen therapy at the time of discharge from a Non-VA
hospital, the Primary Care Provider may request a Non-VA Care consultation (Choice
Care) for continuity of care by a community Pulmonary specialist and complete a
Pulmonary outpatient home oxygen consult, and sign completed VA Medical Center
Form 10-2341, Request for Prosthetic Service. No action from the Medical Chest
Consultant will be necessary on these patients.

b. After consultation and approval, the Medical Chest Consultant will:

(1) Complete in its entirety, VA Medical Center Form 10-2341, Request
for Prosthetic Service (CPRS Prosthetics Consult).

(@) Name of Patient and Social Security Number.

(b) Interface of oxygen administration (cannula, etc.)

(c) Oxygen flow in liters/minute (and concentration if applicable).
(d) Primary delivery system for home oxygen

(e) Portable delivery system, including estimated number of
tanks per month when applicable.

(2)  The first re-evaluation for home oxygen use will be within 1-6
months of the initiation of home oxygen, depending on the indication for home oxygen
therapy. Subsequent evaluations will be scheduled at least annually. The purpose of
periodic re-evaluations is to conduct oxygen/smoking risk assessment, oxygen/smoking
risk reduction, and to determine whether the prescription for supplemental oxygen is
appropriate for the patient’s changing clinical status. As a result of the re-evaluation,
the oxygen prescription may be modified or discontinued. In cases where the patient’s
pulmonary care is being managed by a community care (CHOICE) Provider, the
community care (CHOICE) Provider will be responsible for the re-evaluations for home
oxygen use.

(3)  Annual home oxygen renewal consults will include the same
information as the initial consult.
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(4)  Only under the most exceptional circumstances, including a need
for over 4 liters/minute of O2, and only with the approval of the Chief of Pulmonary and
Critical Care Medicine or his/her designee, will liquid Oz be prescribed.

C. Neurology Staff: Neurology patients requiring home oxygen therapy for
cluster headaches and sleep apnea with nocturnal hypoxemia will be managed and
followed by the Neurology Staff, a formal consultation from the Medical Chest Section is
not indicated.

(1) Cluster headaches regardless of the arterial oxygen level with a
diagnosis by a neurologist. At least annually, the Neurology Staff will review, approve,
and reorder all requests for home oxygen to treat cluster headaches.

d. Home Oxygen Coordinator: Veteran will be educated about safe
administration of oxygen.

(1) Oxygen/Smoking Fire Risk Assessment will be completed.

(@) Patient's PCP will be alerted of high risk home oxygen status
and asked to consider placing a HBPC consult for greater safety oversight and
education.

(b)  All Veterans who continue to smoke will be encouraged to
enroll in the Dayton VAMC or a community based Smoking Cessation Program if they
have not completed a program in the preceding 12 months

(2)  Oxygen to be provided by another VA facility will be processed by
the Home Oxygen Coordinator through submission of approved prescription and
prosthetic forms for home oxygen to the Prosthetic Service or Home Oxygen
Coordinator at Columbus, Cincinnati, Cleveland, Chillicothe, or Indianapolis depending
upon the patient’s residence and place of follow-up.

3) Travel arrangements will be coordinated between the Home
Oxygen Coordinator and Home Oxygen Contractor. Documentation of travel dates and
arrangements will be made by adding a comment to the Home Oxygen Prosthetics
Consult in CPRS.

e. Prosthetics Service: The Home Oxygen Contractor will submit monthly
bills for services to Prosthetics Service.

(1) Equipment orders from the consults are entered into the Prosthetics
Home Oxygen computer package by Prosthetics Service

(2)  The monthly contractor bill is matched to the Home Oxygen
package to verify accuracy of charges. Prosthetics Service will resolve billing errors
and conflicts prior to authorizing payment.
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f. The Home Oxygen Therapy Team (HOTT) will provide oversight and
guidance to the Home Oxygen Therapy Program, including making recommendations
regarding unusual situations and occurrences within the program.

4. REFERENCES. Veteran Health Administration (VHA) Handbook 1173.13,
dated November 1, 2000; VHA Prosthetic Clinical Management Program; Clinical
Practice Recommendations Home Use of Supplemental Oxygen, dated April 27, 2010;
VHA Directive 2006-021, Reducing the Fire Hazard of Smoking When Oxygen
Treatment Is Expected.

5. UPDATE TO. Medical Center Policy No. 111-22, dated August 21, 2015.

6. AMENDMENT DATE: May 23, 2016.

E Invalid signature

Mark Murdock, MHA, FACHE
Acting Director
Signed by: Mark Murdock 316808

SUPPLEMENTS: 3
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HOME OXYGEN THERAPY COMMITTEE

1. MEMBERSHIP.

Chief, Pulmonary & Critical Care Medicine Chairperson*
Chief, Prosthetic Treatment Center or designee Member
Home Oxygen Coordinator or designee Member*
Home Oxygen Contractor Representative Member
Home Based Primary Care Representative Member
Neurology Service Representative Member*
Pulmonary Staff (Physician/PA) Member*
Social Work Representative Member
Quality Management Representative Member
Ethics Consultant Member
Tobacco/Behavior Coordinator Member

* Home Oxygen Therapy Team

2. MEETINGS. Meetings of all or part of the Home Oxygen Therapy Team will be
held quarterly as determined by the Chief, Pulmonary & Critical Care Medicine.

3. MINUTES. Meeting minutes will be distributed to committee members for review
and approval. A copy of approved meeting minutes will be kept on file with the Home
Oxygen Coordinator or his/her designee. A copy of approved meeting minutes will be
presented to the Clinical Executive Board (CEB) quarterly by a representative from the
Pulmonary Section.
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REDUCING THE FIRE HAZARD OF SMOKING WHEN OXYGEN TREATMENT IS
EXPECTED

1. PURPOSE.

a. To reduce the potential fire hazard of smoking when oxygen treatment is
expected, and to reinforce VA policy regarding smoking cessation.

b. It is the Dayton VAMC policy that whenever oxygen treatment is being
delivered, access to smoking materials must be restricted, patients who smoke must be
offered nicotine replacement therapy or other alternatives, and all smoking must be
prohibited in the vicinity of oxygen delivery equipment.

2. RESPONSIBILITY.

a. The Home Oxygen Therapy Team (HOTT) is responsible for:

(1) Conducting an initial fire risk assessment of patients who are
evaluated for receiving oxygen therapy,

(2) Offering nicotine replacement therapy and other appropriate
smoking cessation treatments, and

3) Discussing with the patient and/or caregiver or surrogate their
responsibility for complying with agreed-upon terms for the safe administration of
oxygen therapy. The HOTT is responsible for subsequent fire risk assessments, which
are to be completed during any prescription change or renewal. The team is
responsible for documenting identified close calls or adverse events involving smoking
and oxygen therapy as well as submitting an incident report as indicated.

b. All Dayton VAMC staff that becomes aware of a close call or adverse
event involving smoking and oxygen therapy is responsible for filing an incident report.

C. The Home Oxygen Contractor, as part of initial delivery protocol, is
responsible for the initial equipment assessment, fire risk assessment, education on
equipment use and care and handing out and discussing warning information for
patients and their families and/or caregivers regarding the hazards of smoking while
oxygen is in use. The Home Oxygen Contractor is additionally responsible for
subsequent fire risk assessments for any prescription change or renewal and the safety
and ongoing assessment related to the use of equipment and its condition. The Home
Oxygen Contractor is responsible for reporting to the Home Oxygen Coordinator all
close calls and adverse events related to smoking while oxygen is in use.

d. All health care providers treating the patient are responsible for education
regarding the hazards of smoking while on oxygen therapy.
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3. PROCEDURES.

a. Contracts for oxygen delivery for home care patients must incorporate
requirements that contractors provide education and/or warning information for patients
and their families or caregivers on the hazards of smoking while oxygen is in use.
These materials must be provided at the initial delivery of oxygen and at least every six
months thereafter. Patients or their surrogates should sign a document that verifies that
they have received educational and warning information about the hazards of smoking
when oxygen is in use.

b. Patients receiving oxygen at home must have appropriate, working smoke
alarms. The presence of smoke alarms will be verified by the Home Oxygen
Contractor. The patient will be instructed by the Home Oxygen Contractor to test all
smoke alarms monthly. In a home environment when smoke alarms are not present or
operational, the contractor must notify the Home Oxygen Coordinator.

C. Procedures for High Risk Patients: High risk patients are those who
exhibit unsafe clinical or behavioral traits involving smoking and oxygen use. These are
patients who may attempt to hide smoking-related behaviors from staff and or family, or
have a history of noncompliance with smoking rules.

(1) Patients who resist efforts to comply with the no smoking policy will
be referred to HOTT and may be referred to the Ethics Committee for review to
determine appropriate restricted environmental or clinical requirements. The Home
Oxygen Coordinator, respiratory practitioner or equivalent must report noncompliant
behavior to the patient’s provider or appropriate designee who must counsel the patient
and/or patient’s surrogate of the potential risks and consequences associated with such
activity.

(2) The Home Oxygen Coordinator must alert the Home Oxygen
Contractor that the patient is at high risk for smoking while oxygen is in use.

3) Patients may be called or visited by the Home Oxygen Coordinator
within the first 30 days of treatment and as appropriate afterwards to assess patient
compliance with education about the hazards of smoking while on oxygen. Patients
considered high risk for oxygen/smoking related incidents may be contacted or visited
every 6 months by the Home Oxygen Coordinator for ongoing education and risk
reduction.

4, REFERENCES. Veteran Health Administration (VHA) Directive 2006-021,
Reducing the Fire Hazard of Smoking When Oxygen Treatment Is Expected; (VHA)
National Ethics Committee report: Ethical Considerations that arise when a home care
patient on Long Term Oxygen Therapy continues to smoke, March 2010.
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OXYGEN/SMOKING FIRE RISK ASSESSMENT

1. When did you last smoke? (cigarettes, cigars, pipe, marijuana, E cigarette)
O Today (O days O weeks O months 0 years O never

2. Do you live alone?
OYes ONo

3. Do any family members living in your home smoke?
OYes ONo ON/A

4. Does the Veteran or others in the home have a history of smoking while
oxygen is present?
OYes ONo ON/A

5. Do you smoke in your bedroom?
OYes ONo ON/A
If yes, please STOP! Smoking in the same room with oxygen is a fire hazard.

6. Does Veteran’'s home have working smoke alarms?
OYes ([ONo

7. Do you ever feel the need to hide your smoking material?
OYes 0ONo ON/A

If yes, explain why:

8. Does the Veteran and others in the home understand safety issues with
oxygen and open flame heating sources?
OYes (ONo

9. Do you ever have any open flame heating sources in your home or yard?
(example: Bunsen burner, Bonfires, Grills, Gas stove, Wood burning stove, Fireplace)

OYes ONo
If yes, please describe:

10. Do you burn candles in your home?
OYes ([ONo

11. Does Veteran’'s home have a working fire extinguisher?
OYes [([ONo
12. You reside in a(n)? OHouse [OApartment OTrailer OGroup Home or

Shelter
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