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RAD Guide 

Respiratory Assist Device Guide  
This booklet is provided as a guide to ordering certain 

pieces of respiratory assist devices. This is not intend-

ed to be all inclusive, but rather it is intended to guide 

the practitioner with ordering specific pieces of medical 
equipment. It should be noted that Medicare requires 

alternative treatment measures be tried and ruled out  

as not clinically effective for certain pieces of equipment.  

Medicare only wants to pay for the least costly alternative.

It is Medicare’s intention to always have the patient  
try the least costly alternative prior to going to the next 

therapy. For example, the newly diagnosed COPD 

patient may be prescribed respiratory drugs prior to 

being placed on oxygen. It is our intention to help clarify 

the Medicare guidelines in order to help the patient get 

the most appropriate therapy or device that Medicare 

coverage will allow.
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Respiratory Assist Devices BiLevel 

(E0470) and BiLevel with Backup Rate 

(E0471) 
  
+  The more common respiratory assist devices  

(RAD) are the BiLevel and the BiLevel with a  

backup rate. These devices provide noninvasive  

positive pressure respiratory assistance (NPPRA).

+  The RAD administers positive air pressure  

through a mask to avoid the use of more  

invasive airway access.

+  The BiLevel with a backup rate has a “timed rate”  

which allows the machine to deliver pressures  

when spontaneous breathing efforts by the patient  

are inadequate. In plain English, it “backs-up” the  

patient’s breathing.

RAD/BiLevel and 

BiLevel with Backup Rate 
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Non-Invasive Ventilator

Non-Invasive Mechanical Ventilator  

(NIMV) E0466 

+  The ventilator is considered a life-support device and  

is used for those patients who have life-threatening  

severity of condition and are not adequately controlled 

on the BiLevel devices. They continue to retain CO
2
  

and are diagnosed with a chronic debilitating disease,  

i.e. Amyotrophic Lateral Sclerosis, Kyphoscoliosis or 

Chronic Respiratory Failure consequent of COPD.

+  These devices should never be ordered for those  

patients that are in the acute phase of their illness.  

Documentation must support the patient’s illness is 
chronic and debilitating and removal of the device  

would result in exacerbation of condition, hospital  

readmission, and probable harm to the patient.



5

Device vs Diagnosis Chart 

The following chart indicates the appropriate treatment 

for Common Respiratory and Sleep diagnoses with the 

appropriate Respiratory Assist Devices.
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Diagnosis vs Device  

vs Testing Chart

The chart on pages 6 and 7 depicts the common  

respiratory diagnosis, the device used to treat the  

diagnosis and the testing that is required to order  

the specific device. 
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DEVICE TESTING

COPD Oxygen Oximetry OR ABG

BiLevel w/RateCOPD (Any Time) ABG AND PSG

BiLevelCOPD Oximetry AND ABG

BiLevel w/Rate
COPD (After 61 

Days on BiLevel)

Oximetry on BiLevel

AND ABG on BiLevel

NIMV
Chronic Respiratory 

Failure 2/2 COPD

ABG OR PFT AND 

Rule Out BiLevel

BiLevel
Central or Complex 

Sleep Apnea 
PSG

BiLevel w/Rate
Central or Complex 

Sleep Apnea 
PSG

Oxygen
Restrictive Thoracic 

Disorders
Oximetry OR ABG

BiLevel
Restrictive Thoracic 

Disorders

Oximetry OR ABG 

OR PFT

BiLevel w/Rate
Restrictive Thoracic 

Disorders

Oximetry OR ABG 

OR PFT

NIMV
Restrictive Thoracic 

Disorders

ABG OR PFT AND 

Rule Out BiLevel



Diagnosis vs Device  

vs Testing Chart
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DEVICE TESTING

Neuromuscular 

Disorders 
Oxygen Oximetry OR ABG

NIMV
Neuromuscular 

Disorders 

Oximetry OR ABG  

OR PFT AND 

Rule Out BiLevel

BiLevel
Neuromuscular 

Disorders 

Oximetry OR 

ABG OR PFT

BiLevel w/Rate
Neuromuscular 

Disorders 

Oximetry OR 

ABG OR PFT

Oxygen
Hypoventilation 

Syndrome
Oximetry OR ABG

BiLevel

Hypoventilation  

Syndrome 

(Route 1)

ABG x2 

AND PFT

BiLevel 
Hypoventilation  

Syndrome  

(Route 2)

ABG 

AND PFT 

AND PSG

BiLevel 

w/Rate

Hypoventilation  

Syndrome 

(Route 1)

ABG AND PFT

Rule Out BiLevel  

(BPAP Tried)

BiLevel 

w/Rate

Hypoventilation  

Syndrome 

(Route 2)

PFT AND 

PSG On BiLevel



Respiratory Scenario

The following scenario is intended as an example  
of a patient who might be going from an oxygen  
concentrator to a ventilator and the documentation 
necessary to obtain reimbursement at each stage.

The patient has a 30+ year history of smoking 1.5 PPD. 
He sees his physician annually for a physical. Knowing 
he is a smoker with a significant history a baseline  
arterial blood gas is performed to ensure strong air  
exchange. He is diagnosed with COPD and continues  
to have shortness of breath. The patient is tested at 
exertion and his oxygen saturation is 87%. The practitioner 
orders oxygen for the patient.

8
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Respiratory Scenario

A few years pass and the  
physician believes the  
patient will now benefit from  
a BiLevel device. The patient  
is tested and the following are 
the patient’s test results:
1.  CO

2
 > 52

2.   Overnight on 2 LPM or 
prescribed FiO

2
 with  

SpO
2
 ≤88% for 5+ min

3.   Notes state OSA and  
treatment with the CPAP  
have been ruled out  
as primary cause for  
the hypoxemia and  

hypercapnia

Once the patient is on the  

BiLevel with oxygen, the  

physician orders an overnight 

oximetry to be done on the 

E0470 w/ 2 LPM O
2
 or pre-

scribed FiO
2
 to be performed  

on day 61 of therapy. This provides the physician with  

the necessary information regarding the effectiveness  

of the therapy.

If the overnight is positive, the patient should be seen  

by their physician as soon as possible and have ABG’s  
performed. If the ABG’s on that visit after day 61 are >  
52 the patient is set‐up with an E0471 (BiLevel with 
Rate).

If the patient then goes into the hospital for an exacerba-

tion while compliant on the E0471, those notes and the 

prior notes are likely to provide the necessary pattern 

which indicates other treatment measures did not work.

Oxygen

CPAP Device

BiLevel

BiLevel with Backup

Ventilation



10

COPD

Needed for Oxygen Concentrator (E1390) 

for Chronic Obstructive Pulmonary  

Disease (COPD)  

1.  Diagnosed with a severe lung disease or hypoxia 

related symptoms; and

2.  Testing - Blood gas PaO
2
 at or below 55 mmHg or  

an oxygen saturation level (SpO
2
) at or below 88% 

taken at rest, exertion or sleep; and

3.  Medical record documentation that alternative  

treatment measures have been tried or considered 

and deemed clinically ineffective.

Points to remember

1.  The medical record documentation must reflect  
that the patient has a lung disease of some type.

2.  Testing must be done in a chronic stable state or 

within 48 hours of hospital discharge.

3.  Oxygen should never be used as the first choice  
of treatment.

Documentation should support that other options were 

used and did not treat the underlying condition.
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Severe COPD BiLevel

Needed for a BiLevel PAP (E0470) for 
COPD DX 

1. ABG w/ PaCO
2
 ≥ 52 mmHg; and

2.  Overnight Oximetry showing sat ≤ 88% for  
5+ minutes while on 2LPM O

2
 or prescribed FiO

2
; and

3.  Notes stating OSA and treatment with a CPAP has 

been considered and ruled out.

Points to remember

1.  Normal PaCO
2
 for an ABG is 35-45 mmHg.  

So, 52 mmHg is not that high to come by if you  

have severe COPD.

2.  This is to demonstrate nocturnal desaturations 

caused by severe COPD. 

3.  Basically, notes need to clarify severe COPD is the 

cause of the hypoxemia (Low O
2
) and hypercapnia 

(high PaCO
2
), not underlying OSA.

You don’t need a sleep study! 
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Severe COPD BiLevel 

Needed for a BiLevel PAP (E0471)  
for COPD DX – Situation 1

1. ABG w/ PaCO
2
 ≥ 7+ mmHg from initial ABG; and

2.  Polysomnogram (PSG) (in facility) ON BiLevel 

E0470 showing SpO
2
 ≤ 88% for 5+ minutes while  

AHI < 5.

Points to remember

1.  Situation 1 is ANY TIME after the period of initial 

usage on BiLevel (E0470).

2.  PSG must be in facility, must be on the BiLevel 

E0470, and the desaturations must happen while  

the AHI is < 5. 

3.  You will want the lab to know you are looking for 

these specific numbers so it will show correctly  
on the titration.
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Needed for a BiLevel PAP (E0471) for 
COPD DX – Situation 2

1.  ABG w/ PaCO2 still ≥ 52 mmHg; and

2.   Overnight Oximetry BiLevel E0470 showing  

sat ≤ 88% for 5+ minutes while on 2LPM O
2
  

or prescribed FiO
2
.

Points to remember

1.  Situation 2 must be NO SOONER than 61 days 

after the period of initial usage on BiLevel (E0470).

2.  The overnight CAN be done in the home, but must  

be ON BiLevel E0470.

3.  ALL patients who go home from the hospital  

on BiLevel E0470 should be scheduled for a  

61+ day overnight oximetry and ABG as part  

of our COPD follow-up program!
4.  If patient or physician doesn’t want to schedule  

an ABG, a Virtuox CapOx capnography could be  

used to screen for high CO
2
’s, and while the  

capnography can’t be used for the requirements,  
it might be what you need to get the patient back  

in for ABG. 

Severe COPD BiLevel 

You don’t need a sleep study! 
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Central or Complex  

Sleep Apnea

Needed for BiLevel (E0470) or  
BiLevel with rate (E0471) Device  
for the treatment of CompSA or CSA

1. Diagnosis of CSA or CompSA; and

2.  PSG and notes show significant improvement  
of sleep-related hypoventilation on the machine  

the physician wishes to order.

3.  If all of the above criteria are met, either an  

E0470 or an E0471 device (based upon the  

judgment of the treating physician) will be  

covered for beneficiaries with documented  
CSA or CompSA for the first three months  
of therapy.

Points to remember

1.  Determining if the diagnosis is correct is the  

most difficult part of determining eligibility for  
this diagnosis. 

2.  Many PSG’s will NOT show you the exact  
numbers you wish to see. You may have to  

learn to calculate “Obstructive AHI”, etc. on  

the titration.

3.  Remember our vendors (ResMed and Philips  

Respironics) have clinical educators that can  

help you with PSG’s.
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Central Sleep Apnea 

What Medicare Requires for a patient  
with Central Sleep Apnea 

1.  An apnea-hypopnea index (AHI) greater than  

or equal to 5; and

2.  The sum total of central apneas plus central  

hypopneas is greater than 50% of the total  

apneas and hypopneas; and

3.  A central apnea-central hypopnea index (CAHI)  

is greater than or equal to 5 per hour; and

4. The presence of at least one of the following:
a. Sleepiness

b.  Difficulty initiating or maintaining sleep,  
frequent awakenings, or nonrestorative sleep

c. Awakening short of breath

d. Snoring

e. Witnessed apneas

5.  There is no evidence of daytime or nocturnal  

hypoventilation.

6.  PSG and notes show significant improvement  
of sleep-related hypoventilation on the machine  

the physician wishes to order.

7.  If all of the above criteria are met, either an  

E0470 or an E0471 device (based upon the  

judgment of the treating physician) will be  

covered for beneficiaries with documented  
CSA or CompSA for the first three months  
of therapy.
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Complex Sleep Apnea 

What Medicare Requires for a patient  
with Complex Sleep Apnea

Complex sleep apnea (CompSA) is a form of central 

apnea specifically identified by all of the following: 
1.  With use of a positive airway pressure device without 

a backup rate (E0601 or E0470), the polysomnogram 

(PSG) shows a pattern of apneas and hypopneas 

that demonstrates the persistence or emergence of 

central apneas or central hypopneas upon exposure 

to CPAP (E0601) or a BiLevel device without backup 

rate (E0470) device when titrated to the point where 

obstructive events have been effectively treated  

(obstructive AHI less than 5 per hour).

2.  After resolution of the obstructive events, the  

sum total of central apneas plus central hypopneas  

is greater than 50% of the total apneas and  

hypopneas; and

3.  After resolution of the obstructive events, a  

central apnea-central hypopnea index (CAHI)  

greater than or equal to 5 per hour. (For CompSA,  

the CAHI is determined during the use of a positive 

airway pressure device after obstructive events  

have disappeared.)
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Restrictive Thoracic Disorder and 

Neuromuscular Disorders BiLevel

Needed for BiLevel (E0470) or BiLevel  
with rate (E0471) Device for the treatment 
of Restrictive Thoracic Disorder or  
Neuromuscular Disorder:

1.  Diagnosis of Restrictive Thoracic Disorder  

(Kyphoscoliosis) or Neuromuscular Disorder (ALS).

2.  An arterial blood gas PaCO
2
, done while awake  

and breathing the beneficiary’s prescribed  
FiO

2
 is ≥ 45 mmHg, or

3.  Sleep oximetry demonstrates oxygen saturation  

less than or equal to 88% for greater than or  

equal to 5 minutes of nocturnal recording time  

(minimum recording time of 2 hours), done while 

breathing the beneficiary’s prescribed  
recommended FiO

2
, or

4. For a neuromuscular disease (only), either i or ii,

i.   Maximal inspiratory pressure is less than 60 cm 

H
2
O, or

ii. Forced vital capacity is less than 50% predicted.

5.  Chronic obstructive pulmonary disease does  

not contribute significantly to the beneficiary’s  
pulmonary limitation.
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Restrictive Thoracic Disorder and 
Neuromuscular Disorders BiLevel

Points to remember

1.  There are several diagnoses that qualify under  

this category including Post-Polio Syndrome.

2.  Any ABGs would need to be completed while  

breathing their prescribed FiO
2
 (that means if the 

patient is on oxygen, then the test is performed  

while on oxygen).

3.  Any sleep oximetry must be performed on  

prescribed FiO
2
. 

4.  The patient with neuromuscular disorder should  

have Pulmonary Function Study (PFT) while in a 

chronic stable state in order to effectively manage  

disease process.

5.  If the patient has underlying COPD that significantly 
contributes to the patient's pulmonary limitation,  

the COPD guidelines should be used to qualify the 

patient for the RAD device. Otherwise, documention 

will need to show COPD does not contribute  

signficantly to the patient's pulmonary limitation. 
6.  There aren’t separate requirements for E0470 vs 

E0471 for these diagnoses.
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Hypoventilation Syndrome 

BiLevel

Needed for BiLevel (E0470) Device for the 
treatment of Hypoventilation Syndrome 

1. ABG w/ PaCO
2
 ≥ 45 mmHg; and

2. PFT shows FEV1/FVC ≥ 70%; and

3. Then only 1 of these:
i.   ABG (nocturnal or upon wakening) w/ PaCO

2
  

7+ mmHg worse than initial ABG.

ii.  PSG (in facility) showing SpO
2
 ≤ 88% for 5+  

minutes while AHI < 5.

Points to remember

1. PFT’s are required.
2.  If PFT shows FEV1/FVC ≤ 70%, you must use  

the COPD LCD requirements.

3.  PSG must be in facility, and the desaturations  

must happen while the AHI is < 5. 

4.  If PSG is used to qualify, the patient may qualify  

immediately for E0471 pending the criteria for PSG 

on page 20 are met. 
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Hypoventilation Syndrome 

BiLevel with Rate

Needed for BiLevel (E0471) Device for the 
treatment of Hypoventilation Syndrome

1. BiLevel (E0470) is being used; and

2. PFT shows FEV1/FVC ≥ 70%; and

3. Then only 1 of these:
i.   ABG (nocturnal or upon wakening) w/ PaCO

2
  

7+ mmHg worse than initial ABG (for E0470).

ii.  PSG (in facility) ON E0470 showing SpO
2
 ≤ 88%  

for 5+ minutes while AHI < 5.

Points to remember

1. PFT’s are required.
2.  If PFT shows FEV1/FVC < 70%, you must use  

the COPD LCD requirements.

3.  PSG must be in facility, and the desaturations  

must happen while the AHI is < 5. 

4.   You will want the lab to know you are looking  

for specific numbers so it will show correctly on  
the titration.
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Ventilators Made Easy

What AdaptHealth Thinks Medicare Wants  

Clinical documentation must contain ALL of the 

following: 
1.  Diagnosis of either neuromuscular disease, thoracic 

restrictive disease, or chronic respiratory failure con-

sequent to chronic obstructive pulmonary disease. 

2.  Severity of the condition suggests patient suffers  

from a life-threatening condition. 

3.  Documentation supports that interruption of  

respiratory support would result in exacerbation of 

condition, hospital readmission, and probable harm  

to the patient. Continued use is preferred.

4.  Documentation presents a clinical condition which 

requires more than intermittent and relatively short 

durations of respiratory support.

5.  The RX is a SWO and the ordered mode is a  

ventilation mode NOT a RAD mode.

6.  Alternative methods of ventilatory support (BiLevel 

AND BiLevel w/ Rate) have been tried and failed or 

are believed to be ineffective. Specific reasoning for  
ineffectiveness of BiLevel based on the patient’s  
medical history should be documented.

7.  Diagnostic testing(s) (ABG, PFT) should be included 

with documentation and should support the diagnoses 

and necessity of the ventilator. 

Note: Obesity Hpoventilation Syndrome (OHS) is NOT  

considered a qualifying diagnosis for ventilator by Medicare. 

Not all restrictive diagnoses are accepted for Medicare:  

only those restricting the movement of the thoracic cage.
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NIMV Documentation Guide

This guide is designed to assist you in compiling a  

progress note that meets Medicare requirement for 

coverage of a NIMV ventilator.

CMS stipulates that ventilators are covered for the  

following conditions: Neuromuscular conditions, 
restrictive thoracic diseases, and chronic respiratory 

failure consequent to COPD. These ventilator-related 

disease groups overlap conditions described in the  

Respiratory Assist Devices LCD used to determine  

coverage for BiLevel PAP devices. Each of these  

disease categories are condition where the specific  
presentation of the disease can vary from patient  

to patient. For conditions such as these, the specific 
treatment plan for any individual patient will vary as 

well. Choice of an appropriate treatment plan, including  

the determination to use a ventilator vs. a BiLevel  

PAP device, is made based upon the specifics of  
the each individual beneficiary’s medical condition.  
In the event of a claim review, there must be sufficient 
detailed information in the medical record to justify the 

treatment selected. (Correct Coding and Coverage of 

Ventilators - Revised May 2016)
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NIMV Documentation Guide

                 Requirement Example
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This guide is designed to assist you in compiling Medicare-compliant progress 

notes required for coverage of NIMV. The examples here are not all-inclusive. 

Use conditions and descriptions which are appropriate for your patient.

ALS, Diaphragmatic Paralysis, Muscular  

Dystrophy, spinal cord injury

Neuromuscular 

Diagnoses

Restrictive 

Thoracic 

Diagnoses

Chronic 

Respiratory 

Failure (CRF) 

consequent 

to COPD

BiLevel/RAD 

device is proven 

to be ineffective.

Aggressive  

tidal volume 

guarantee is  

required. 

BiLevel/RAD  

device  

is inappropriate  

for specific  
treatment needs.

Kyphoscoliosis, Post Thoracoplasty for TB. 

Note: Only restrictive diagnoses having an  
effect on the movement of the thoracic cage  

are covered. Obesity Hypoventilation Syndrome  

is NOT a covered diagnosis for NIMV. 

Chronic Respiratory Failure consequent to  

COPD, Chronic Respiratory Failure by COPD

“BiLevel/RAD has been tried previously and  

has proven ineffective at managing this patient’s 
hypercapnia.”

“BiLevel/RAD has been considered and ruled  

out as patient requires AVAPS-AE, iVAPS-AE  

to achieve adequate ventilation.” 

“BiLevel/RAD has been tried previously and  

has failed to stabilize the patient.” 

“BiLevel/RAD has been considered and ruled  

out as volume requirements are not met by  

BiLevel devices.” 

“BiLevel/RAD has been considered and ruled  

out as patient requires continuous alarms,  

backup battery and portability which are not  

possible with BiLevel/RAD devices.”
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                 Requirement Example
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Patient must  

require more 

than intermittent  

or nocturnal  

ventilatory 

support. 

Establish that  

NIMV is required  

for “prevention  

of harm.”

ABG, PFT 

“Interruption or failure to provide NIMV would  

quickly lead to exacerbation of the patient’s  
condition, hospital admission, and likely harm  

to the patient. Continued use is preferred.” 

For CRF consequent to COPD: ABG results  
of PaCO

2 
> 45 mmHg or FVC or FEV

1
 < 50%  

predicted is preferred if available. 

For neuromuscular or Restrictive Thoracic dx:  
PaCO

2
 > 45 mmHg or FVC < 50% or  

MIP < 60 cmH
2
O is preferred when available. 

Please note: 

+  Nocturnal need or use cannot be mentioned in any part  

of an acceptable progress note unless it is accompanied 

with descriptions of daytime need and usage as well.  

Nocturnal-only usage is interpreted by Medicare as  

“intermittent” and will result in claim denial. 

+  Ordered mode cannot be a mode which can be  

accomplished by a BiLevel/RAD Device, i.e. “ST w/AVAPS”.  

It must be a mode which can only be accomplished by  

a ventilator, i.e. AC, PC, AVAPS-AE, IVAPS-AE. 

+  The note MUST be part of a progress note. Letters  

of medical necessity are not considered sufficient  
by Medicare. 

+  Handwritten notes must be signed and dated by the  

ordering physician.

“Patient is only able to tolerate short periods of  

time without the use of NIMV.” 

“Patient requires frequent use of mouthpiece  

ventilation during the day and via mask when  

at rest.” 

“Patient requires frequent durations of respiratory 

support and deteriorates quickly in the absence  

of NIMV.” 
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