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Pausing the Competitive Bidding Program for Oxygen, PAP/RAD, 
Nebulizers, and Hospital Beds Needed to Address COVID-19 Pandemic 
 

The Centers for Medicare & Medicaid Services (CMS) has recognized through a series of 
waivers, guidance documents, and at least one interim final rule with comment that the 
payment systems and rules governing them that normally apply can create unnecessary or 
inappropriate barriers to patients accessing care during the COVID-19 public health emergency.  
Nowhere is this recognition more evident than in policies that apply to home respiratory 
therapy equipment and supplies.  To combat the pandemic, CMS has taken several steps to 
make sure that patients who require home respiratory therapy are able to access it and that 
these patients do not add to the overwhelming surge of patients in many hospitals or do not 
increase their risk of exposure by having to seek treatments and care outside of the home. 
 
CMS has already prioritized patient care during the public health emergency in the following 
ways: 
-- Expanding coverage to allow patients with acute respiratory diseases/conditions to receive 
home respiratory therapies 
-- Stopping audits  
-- Allowing patients to avoid signing documents 
-- Removing non-invasive ventilators from Round 2021 of the competitive bidding program 
 
 Of particular note on this list of actions is the decision to remove non-invasive 
ventilators (NIV) from the competitive bidding program (CBP).   
 
Due to the novel COVID-19 pandemic, the Centers for Medicare & Medicaid Services (CMS) is 
removing the non-invasive ventilators (NIV) product category from Round 2021 of the Durable 
Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) Competitive Bidding 
Program. Round 2021 was the first time that Medicare had included NIVs in the DMEPOS 
Competitive Bidding Program. A NIV is a ventilator used with a non-invasive interface (e.g., 
mask) in contrast to an invasive interface (e.g., tracheostomy tube). By removing NIVs from 
Round 2021 of the DMEPOS Competitive Bidding Program, any Medicare-enrolled DMEPOS 
supplier can furnish any of the types of ventilators covered under the Medicare program. 
(https://www.dmecompetitivebid.com/cbic/cbic2021.nsf/DocsCat/TXYEIKZ5FH) 
 
 Removing NIV from the CBP Round 2021 is critically important to address the 
Administration’s goals.  As CMS recognizes, removing NIV from the CBP means that any 
Medicare-enrolled supplier can furnish NIV.  If NIV had been left in the CBP, the number of 
suppliers who could furnish this life-saving, life-sustaining equipment, by definition, would be 
limited to winning bidders.  The number of suppliers selected would be based on a projected 
utilization (capacity) amount that CMS and its contractors made nearly a year ago, before 
anyone anticipated the pandemic and the increased need for home NIV therapy. 
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 The CQRC applauds CMS for this decision and now asks it to recognize that other DME 
equipment and supplies should also be removed from the competitive bidding for a defined 
period of time for the same reasons.   
 
 
 
While still speculative, the COVID-19 timeline suggests a need for 
increased home respiratory products and hospital beds for several 
more months. 
 

While the immediate future of the pandemic is still relatively unclear, what we do know 
suggests that American’s home respiratory therapy suppliers needs to be prepared to maintain 
increased capacity and to address increased costs through at least Q2 of 2021.  The longer-term 
impact of COVID-19 on patients who have recovered remains even more speculative and could 
increase the number of chronic patients as well.   

 
 
 

 
 
 
 
 
 
Access to home oxygen, PAP/RAD, nebulizers, and hospital beds, 
along with ventilation equipment, are essential to treating COVID-19 
patients and treating as many patients in the home instead of in 
hospitals as possible.   
 

The National Academies of Medicine has stated that using home oxygen is an 
appropriate treatment for COVID-19 patients and a way to address hospital overflow issues.1  
Home positive airway pressure (PAP)/respiratory assist devices (RAD) and mechanical 
ventilators are effective home treatment options for lower-acuity patients as well.  Doctors at 
Italy’s Papa Giovanni XXIII hospital, in the epicenter of the outbreak in Italy, called for more 
treatments in the home in their recent New England Journal of Medicine article. 

 
1https://nam.edu/duty-to-plan-health-care-crisis-standards-of-care-and-novel-coronavirus-sars-cov-2/  
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Early oxygen therapy, pulse oximeters, and nutrition can be delivered to the homes of mildly ill 
and convalescent patients setting up a broad surveillance system with adequate isolation and 
leveraging innovative telemedicine instruments. This approach would limit hospitalization to a 
focused target of disease severity, thereby decreasing contagion, protecting patients and health 
care workers, and minimizing consumption of protective equipment. In hospitals, protection of 
medical personnel should be prioritized. (https://catalyst.nejm.org/doi/pdf/10.1056/CAT.20.0080) 
 

These experts’ views argue that the United States needs to do more to shift toward 
home-based care, including for patients with acute and chronic respiratory diseases, to address 
hospital surge and reduce the risk of infection for these already compromised patients.  Data 
show that COPD patients treated at home have lower hospital readmissions rates than those 
patients who are not.  These data strongly suggest that acute patients who use home 
respiratory therapies will have lower readmission rates.  Reducing readmissions rates is 
especially important during this critical time.  It also means making sure that patients have 
access to nebulizers and hospital beds, when medically needed.   
 

Lessons learned from the Italian outbreak show that low-acuity patients should be 
triaged to the home setting.  Hospitals in New York, Washington, California, Louisiana, and 
other states are experiencing a massive surge in patients.  They are overwhelmed.  To avoid the 
situation seen in Italian hospitals, the U.S. needs to manage lower-acuity patients in the home 
when medically appropriate.  This includes not only caring for COVID-19 patients, but also 
caring for those with other acute respiratory conditions.  If these acute patients remain in the 
hospital, they not only use scarce beds and PPE resources, but also are at an increased risk of 
infection from the coronavirus.  Treating them at home benefits the patient and the 
community. 

 
 

 
Combating COVID-19 requires maintaining capacity for home oxygen, 
PAP/RAD, nebulizers, and hospital beds, along with ventilation 
equipment, in competitive bidding areas (CBA) and non-CBAs.   

 
The CQRC reiterates its support for the new methodology CMS has established for 

Round 2021 of the CBP.  Capacity (volume of equipment needed) is a critical component of the 
CBP methodology.  CMS uses capacity to set the rates and the number of suppliers who will 
receive contracts in each CBA.  The capacity numbers used for Round 2021 were estimated 
prior to the COVID-19 pandemic.  They no longer represent the utilization in these areas.  Thus, 
it would be inappropriate to release contracts in Summer 2020 as is currently scheduled.  Once 
winners are identified, other suppliers will leave the market and move equipment to other 
locations. It just does not make since to continue on this trajectory in the middle of a pandemic. 
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In addition, the bid amounts submitted did not anticipate the increased cost of 
providing these products, increased need and cost of personal protective equipment (PPE), or 
new labor-related costs.  The Round 2021 bid amounts also did not contemplate the increase in 
the number of acute patients and the different way the cost of caring for these patients must 
be allocated over a shorter period of time. 

 
Similarly, as of January 2021, CMS is scheduled to return the rates in the rural non-CBAs 

to the CBA rates plus 10 percent, eliminating the blended rate.  It will also revert the rates in 
the non-CBAs to the CBA rates without adjustment.  While the Congress has extended these 
blended rates through the end of the public health emergency (PHE), suppliers cannot predict 
when the PHE will end.  Thus, if the CBP moves forward along the current timeline, home 
respiratory suppliers will have to prepare to shift resources if they are not able to cover the cost 
of providing equipment and services in the non-CBAs.  The CARES Acts rates should be 
extended for the product categories directly affected by COVID-19 until the CBP is implemented 
for them.  As with CBAs, it seems short-sighted to continue implementing a policy that will 
reduce the number of suppliers and the volume of equipment and services that are required to 
treat COVID-19 and other respiratory patients during the pandemic. 

 
 
 

CMS should delay the implementation of the CBP to protect access to 
oxygen, PAP/RAD, nebulizers, and hospital beds used to treat COVID-
19 patients and allow lower and medium acuity patients to remain 
out of the hospital and at home to address hospital surge. 

 
Given the pandemic, the utilization of oxygen, PAP/RAD, nebulizers, and hospital beds, 

as well as the cost of treating patients (both acute and chronic) have changed since CMS 
established capacity for each CBA and the bidders determined what their capacity could be and 
the amounts they bid.  Implementing CBP as if these changes had not occurred will lead, by the 
program’s own definition, to fewer suppliers and lessen access to these critically important 
treatment options for patients.   

 
To create stability, CMS should hold off on awarding contracts for at least oxygen, 

PAP/RAD, nebulizers, and hospital beds for the current timeline.  Ideally, CMS would evaluate 
the situation through the end of the PHE and assess what it may mean for capacity used in 
setting the CBP rates.  We recommend that CMS delay moving forward with CBP, especially for 
these products, so that it would be implemented the later of 12 months after the end of the 
PHE or after December 31, 2021.  In our view, it will take less than the full three year period to 
understand the impact COVID-19 will have on an intermediate basis for the provision of home 
respiratory therapies and the use of hospital beds. 
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COVID-19 has increased the need for oxygen, PAP/RAD, nebulizers, 
and hospital beds, as well as the cost of providing them. 
 
 During this first month of the PHE, home respiratory therapy suppliers have identified 
the following challenges that make implementing a new round of CBP problematic at this time.   
 
Overview of COVID-19 and Respiratory Impact 

• Based on the current data2 
o Total cases:  746,625 
o Total deaths:  39,083 
o Death rate:  5 percent 

 
• WHO Guidance about use of oxygen to treat COVID-19 or related conditions 

o Approximately 14-15% of COVID-19 patients develop severe disease that 
requires hospitalization and oxygen support; 5% require admission to an 
intensive care unit. 

! Although the majority of people with COVID-19 have uncomplicated or 
mild illness (81%), some will develop severe illness requiring oxygen 
therapy (14%) and approximately 5% will require intensive care unit 
treatment.3  

! Of those critically ill, most will require mechanical ventilation.  The most 
common diagnosis in severe COVID-19 patients is severe pneumonia.  

o Data from China suggests that although the majority of people with COVID-19 
have mild illness (40%) or moderate illness (40%); about 15% of them have 
severe illness requiring oxygen therapy, and 5% will be critically ill requiring 
intensive care unit treatment. In addition, most critically ill COVID-19 patients 
will require mechanical ventilation.4 

o In severe cases, COVID-19 can be complicated by the acute respiratory distress 
syndrome (ARDS), sepsis and septic shock, multiorgan failure, including acute 
kidney injury and cardiac injury. 5 
 
 
 
 
 
 

 
2As of April 20, 2020 (https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/cases-in-us.html) 
3https://www.who.int/docs/default-source/coronaviruse/clinical-management-of-novel-
cov.pdf?sfvrsn=bc7da517_2;  Team NCPERE. Vital surveillances: the epidemiological characteristics of an outbreak 
of 2019 novel coronavirus diseases (COVID-19) – China. China CDC Weekly. 2020;2(8):113-22. 
4 https://www.who.int/publications-detail/oxygen-sources-and-distribution-for-covid-19-treatment-centres 
5https://www.who.int/docs/default-source/coronaviruse/clinical-management-of-novel-
cov.pdf?sfvrsn=bc7da517_2  
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• Examples of patients at home 
o New York-Presbyterian Hospital sending low-acuity patients with confirmed or 

suspected COVID-19 home with portable oxygen concentrating machines to 
address need for only the highest acuity patients to be at the hospital.6 

o CQRC members have provided the concentrators to New York-Presbyterian 
Hospital to allow for them to be able to send those patients home. 
 

• Increase in home respiratory patients 
o Since March 1, the CQRC member companies have seen an increase in the 

number of patients (mostly acute) being prescribed home respiratory therapy 
of between 100 and 400 percent. 

o In addition, hospitals are turning to suppliers to address the gaps in their stock of 
home respiratory equipment and supplies, purchasing tens of thousands of 
pieces of equipment. 

o It is currently not possible to predict the length of need for these patients or 
whether any will require long-term home oxygen therapy and be classified as 
having a chronic respiratory disease/condition. 
 

Modeling 
• Volume:  The volume can be categorized as:  (1) COVID-19 patients; (2) other patients 

with acute respiratory conditions who are being triaged home; (3) potential long-term 
needs for COVID-19 patients who develop chronic respiratory conditions; and (4) the 
chronic respiratory patients who did not have COVID-19.   
 

• We anticipate that the volume increase for 2020 for treating acute COVID-19 patients 
will be substantial. 

o The most recent estimates from the White House COVID-19 Task Force suggest 
that with mitigation there could be between 100,000 and 240,000 deaths in the 
United States during the pandemic.   

o Based on the 5% death rate currently being used, this suggests that there may be 
2 million to 4.8 million Americans who contract the disease. 

o Assuming that at least 15% of these patients 300,000-720,000 will require 
oxygen. 

o Based on what we know today, we cannot predict precisely the increase in the 
number of patients who require home oxygen therapy will be. However, if only 
10% of these patients require home oxygen, the number of patients will 
increase by 30,000 to 72,000.  If 50% were to require home oxygen, the 
number of patients will increase by 150,000 to 360,000. 
 
 

 
6 https://www.reuters.com/article/us-health-coronavirus-usa-home/new-york-hospital-sends-some-borderline-
covid-19-patients-home-with-oxygen-monitors-idUSKCN21Q3F0 
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• To the extent there are additional outbreaks before a vaccine or an effective treatment 
is available, we anticipate that there will also be an increase in the number of patients 
with other acute respiratory conditions who are classified as low to medium acuity and 
are triaged to the home to reduce the risk of exposure to the virus and/or to address 
hospital surge problems. 

 
Based upon these data points, we anticipate a substantial increase in the number of patients in 
both CBAs and non-CBAs that will require home respiratory therapy. The current capacity and 
historical data used to establish the CBA rates and the winning bidders simply do not take these 
new facts into account.  Reducing the number of suppliers in home respiratory therapy and 
hospital bed product categories is likely to have a negative impact on the communities in both 
CBAs and non-CBAs being able to provide patients with the care they need at home. 
 

• Length:  It is difficult to model a precise time for the end of the pandemic.  Based on 
CDC data and comments from Dr. Fauci, we anticipate the following: 

o Initial length of the outbreak in the United States:  at least through beginning of 
June 2020 with variation based on State and/or region of the country. 

! This is what we are using as a predictor of helping to address hospital 
surge as it relates to caring for COVID-19 positive patients, as well as 
other acute home respiratory patients who are triaged home to address 
hospital surge and reduce the risk of exposure to the virus. 

o Average recovery time:  It is not yet clear what the length of recovery will be for 
COVID-19 patients who might require home respiratory therapy.  Early results 
suggest it may take several weeks to fully recover. 

o Potential second outbreak in the fall:  Following Dr. Fauci’s most recent 
statements, it appears that another outbreak may occur in the fall of 2020 and 
likely have a similar trajectory in terms of the length of the outbreak and the 
time because there will be no vaccine yet available.  

o Likely timing of a vaccine:  Based on publicly available reports, it appears a 
vaccine will not be available until the Q2 of 2021 at best.  The potential 
treatment options remain even less clear. 

 
Taken together, we anticipate that the pandemic will continue into 2021.  With a vaccine and 
treatment not likely until 2021, we do not anticipate demand stabilizing until later in 2021.  
Thus, capacity issues will remain in flux through the initial period of the Round 2021 CPB.  It is 
also possible that there could be a third outbreak in the Spring 2021, which would lengthen this 
timeline.  
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Costs 
The costs of providing services has increased significantly and include expanding the workforce 
to meet the increased demand, protecting personnel, servicing and sterilizing equipment, and 
increasing the stock of equipment. 
 

• Labor 
o The increase in patients require expanding the personnel.  The percentages vary 

based on location. 
o Employees who work directly with patients risk exposure and some end up in 

self-quarantine as they wait for test results, which can take days to receive.  
Some end up infected.  

o Given the extreme risks they are taking, some front-line employees are seeking 
additional compensation related to the level of risk. 

 
• Stock of Equipment/Supplies  

o There has been a shortage of ventilators, oxygen concentrators, nebulizers, and 
related supplies during the last several weeks. 

o Many suppliers have increased staff to repair older equipment and to sanitize 
equipment that can be safely returned for use, but there is a shortage of 
replacement parts as well. 

o The shortage is not limited to the United States.  Given the world-wide demand, 
we anticipate that having a sufficient stock of equipment and supplies will 
remain a problem for some time after the PHE ends.   

o Manufacturers have increased costs for equipment since the beginning on the 
year.  For our members, the increases range from 10-20%. 

 
• Stock of PPE 

o CQRC members have seen an increase in individual PPE items of anywhere from 
55% to more than 1000% since start of the PHE, with increasing demand. 

o The federal and state governments have, on occasion, seized pre-paid orders, 
making it difficult to source these critical items. 

 
The increasing costs due to the pandemic have yet to stabilize.  In addition, serving acute 
patients also has a different set of costs and a different timeline than providing services to 
chronic patients.  The bids for Round 2021 did not take any of these costs into account.  Thus, 
delaying implementation of the CBP for those product categories affected by the pandemic 
would provide time to evaluate whether the costs will return to previous levels or stabilize at a 
new higher amount.   
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Conclusion 
 
 As noted above, the length of the pandemic remains relatively unclear, but it seems 
likely that suppliers need to be prepared to maintain increased capacity and to address 
increased costs through at least Q2 of 2021.  The longer-term impact remains speculative.   
 
 
 

 
 
 

 
Given this timeline, the CQRC recommends that CMS delay the implementation of the 

CBP for at least oxygen, PAP/RAD, nebulizers, and hospital beds, which are equipment that 
have been directly impacted during the COVID-19 outbreak.   At the very least, we recommend 
the delay be the later of 12 months after the end of the PHE or December 31, 2021.  This would 
mean that for these product categories, Round 2021 would begin approximately January 1, 
2022.  If the pandemic were to continue beyond that time, it would likely make sense to 
reconsider the timeline. 
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