
 
 

 
 

 
 

 
 
 
 
 
February 13, 2024 
 
Jennifer T. Lee MD 
Chief Medical Officer (Acting) 
Center for Medicaid and CHIP Services (CMCS) 
Centers for Medicare & Medicaid Services (CMS): 
 
Dr. Lee: 

 
We are writing on behalf of the American Thoracic Society, the American College of Chest Physicians and the 
American Academy of Sleep Medicine to urge changes in CMS policy to expand access to home sleep apnea 
testing (HSAT) for Medicaid beneficiaries suspected of having obstructive sleep apnea (OSA). We are requesting 
a virtual meeting with you and your staff to discuss the possibility of revising the Medicaid national coverage 
policy for HSAT.  
 
As background, the American Thoracic Society is the world’s leading medical society dedicated to improving 
global respiratory health with over 16,000 members, made up of physicians, scientists, nurses, and other allied 
healthcare professionals committed to improving the care of patients with respiratory diseases. The AASM 
represents more than 9,000 sleep clinicians, researchers, and educators and 2,600 accredited sleep facilities, 
all of whom are dedicated to advancing sleep care and enhancing sleep health to improve lives. The American 
College of Chest Physicians® (CHEST) is the global leader in the prevention, diagnosis and treatment of 
chest diseases. Its mission is to champion advanced clinical practice, education, communication and 
research in chest medicine including sleep-related disorders.  Our collective members treat Medicaid 
beneficiaries, including many Medicaid patients who would benefit from enhanced access to home sleep apnea 
testing. 

 
OSA is one of the most common respiratory diseases in the US that produces substantial symptom burden and 
is associated with numerous adverse health consequences including elevated accident risk, cardiovascular 
disease and stroke. The prevalence of OSA has increased rapidly, reflecting the growing epidemic of its strongest 
risk factor, obesity. While multiple effective treatments for OSA exist, access to treatment has been limited by 
difficulties in access to diagnosis. The gold standard diagnostic test for OSA, overnight polysomnography (PSG), 
requires patients to spend a night at a sleep laboratory wearing wires and monitors placed by a sleep technician. 
Over the past two decades, newer technologies have been developed to allow home testing that is more 
accessible, simpler to administer, and preferred by patients. Moreover, HSATs enable an ambulatory approach 
to diagnosing and treating OSA that incurs lower costs for payors.1 As such, nearly every private insurer covers 
HSAT, most preferring home testing because of these advantages. Based on an evidence-based review, CMS 
approved coverage for HSAT as an alternative to PSG for Medicare beneficiaries over a decade ago. 
Unfortunately, Medicaid has not followed suit at a national level. State Medicaid coverage for home testing varies 
widely by state and by policy within each state. This has resulted in avoidable barriers to OSA care for the very 



patients who would benefit the most, thereby exacerbating disparities in OSA care, while unnecessarily 
increasing costs and wasting resources given the substantially higher cost and burden of PSG versus HSAT. 
We are, therefore, requesting CMCS establish policies at a national level that would allow coverage of HSAT for 
the diagnosis of OSA. We believe this would lead to net cost savings while simultaneously improving health 
equity. 
 
Burden of OSA and importance of management 
OSA affects approximately 26 million adults in the US,2 It occurs due to repetitive upper airway collapse during 
sleep, resulting in sleep fragmentation and recurrent arousals along with drops in oxygen saturation. Untreated 
OSA increases the likelihood of errors and performance impairment, worsens inattention and memory deficits,3-

5 and increases the risk of motor vehicle accidents.6 Moreover, it is associated with various cardiovascular 
diseases (CVD),7 particularly hypertension (HTN),8-10 atrial fibrillation,11 heart failure,12 and stroke.13 Continuous 
Positive Airway Pressure (CPAP) serves as the cornerstone of OSA treatment, and numerous studies have 
demonstrated its effectiveness in improving health outcomes such as blood pressure.10,14,15 Additionally, 
numerous randomized trials have established OSA treatment produces significant reductions in daytime 
sleepiness and improved quality of life.16,17  
 
It’s important to note that racial and ethnic minorities have a disproportionately higher burden of OSA along with 
the health sequelae associated with this condition.18-20 Historically marginalized groups exhibit a higher 
prevalence of OSA compared to white populations, and are more than twice as likely to experience severe OSA, 
yet paradoxically less likely to receive a diagnosis.20-22 Structural barriers that adversely impact access to care 
and in-lab sleep testing may lead to underdiagnosis of OSA. The cost, time burden, and transportation 
requirements of PSG likely contributes to disparities in OSA diagnosis, especially in the Medicaid population with 
limited financial resources.23,24 Given that CMCS disproportionately serves racial and ethnic minority 
populations,25,26 it has a major opportunity to reduce these disparities, by expanding coverage to improve 
accessibility to OSA diagnosis for adults covered under Medicaid.  

 
Benefits of HSAT 
HSATs facilitate an evidence-based and patient-centered approach to OSA diagnosis. Numerous randomized 
trials have tested HSAT versus PSG. Collectively, these trials support the non-inferiority of HSAT to yield 
appropriate diagnoses and improve patient-centered outcomes.27-32 Specifically, patients randomized to HSAT 
achieved comparable improvements in sleepiness and sleep-related quality of life and demonstrated similar 
adherence to subsequent treatment. Accordingly, evidence-based clinical practice guidelines support the use of 
HSAT for OSA diagnosis.33 While these guidelines specifically recommend HSAT among populations resembling 
those included in many of the prior trials (e.g., high risk for OSA, absence of heart failure), HSAT is also non-
inferior to PSG in the general population of patients referred for OSA evaluation.34  
 
Beyond a merely non-inferior option, HSATs provide significant advantages and are preferred by most patients.27 
PSGs require patients to travel to sleep laboratories and spend at least one night away from their homes, 
incurring direct travel-related costs (e.g., gasoline, bus fare), child or elder care arrangements and substantial 
opportunity costs (e.g., missed wages).35 While these patient-incurred costs are often overlooked, they pose a 
substantial burden among low-income individuals.35 For those who do not own vehicles, public transportation 
options are typically limited at nighttime when PSG occurs. For rural populations, which include large numbers 
of American Indian and Alaskan Natives, the nearest sleep center may be 100 miles or more. For single parents 
and those who serve as caregivers for adult family members, spending a night in the sleep lab for PSG requires 
identifying someone else to provide childcare/eldercare at home. Given individuals may not get a good night’s 
sleep in the laboratory and need to go home and shower to wash off adhesives applied for testing, patients often 
need to take a day off from work following PSG. This is a particular barrier for low-income patients who cannot 
afford to miss a day’s work. Contributing to disparities, these cost burdens are disproportionately borne by 
patients who identify as African American and Hispanic,35 who are much less likely to have OSA diagnosed.20,36 
Of note, only 38% of African American patients who are referred for PSG complete the testing.37  Beyond costs, 
PSG poses a barrier due to medical mistrust, as many African American patients report concerns around 
sleeping in a hospital.38 Reflecting multiple considerations, over 80% of African American patients prefer HSAT 
over PSG.38,39 
 



By defaulting to PSG, national Medicaid policy is an outlier among payors. Recognizing patient preferences and 
lower cost per study,40 Medicare and the vast majority of commercial insurers have embraced HSAT as the 
default testing modality. Many state Medicaid plans have followed suit over the past decade and successfully 
applied for waivers to provide HSAT as a first-line diagnostic test (e.g., Masshealth in Massachusetts, 
Applehealth in Washington). Moreover, during the COVID-19 pandemic, rules mandating PSG as the only 
covered diagnostic test for OSA were temporarily lifted for Medicaid programs nationwide. We are unaware of 
any reports that the widespread use of HSATs at the state and national levels led to unsustainable increases in 
costs, inappropriate care, or other concerns.  

 
Proposal for CMCS 
We believe that updating national Medicaid coverage policies to cover HSAT for evaluating adult patients for 
OSA will improve patient-centered care by providing a more convenient and rapid evaluation at a lower cost, 
which has been demonstrated to be preferred by patients. An Agency for Healthcare Research and Quality 
(AHRQ) technology assessment commissioned by CMS in 2007 demonstrated strong evidence for the accuracy 
of HSATs.41 As a result, in 2009, CMS issued a national coverage determination that HSATs would be covered 
for evaluation of OSA in Medicare beneficiaries.42 Evidence for their utility in clinical practice has only grown in 
the subsequent 16 years as numerous private insurers have made HSAT the preferred testing modality for OSA 
diagnosis. In addition, the use of HSATs will reduce disparities in access to OSA care by making testing more 
accessible and acceptable to racial minorities as well as rural populations. Prior experience with HSATs in 
Medicaid populations during the COVID-19 pandemic, as well as in states that were early adopters such as 
Massachusetts, demonstrate the feasibility, improvement in health equity, and cost savings of such a policy 
change. Pursuant to Executive Order 13985,43 it is imperative that CMCS take steps to advance racial equity. 
Allowing HSAT as an alternative to PSG for diagnosing OSA would advance that goal. 
 
We propose that Medicaid include HSAT as a covered service for the diagnosis of OSA in adult patients 
presenting with signs and symptoms of OSA. In particular, we would propose enactment of the following policy, 
in line with current CMS policies for Medicare beneficiaries: 

“Type III sleep testing devices, Type IV sleep testing devices with three or more channels one of which 
is airflow, or sleep testing devices using actigraphy, pulse oximetry, and peripheral arterial tonometry 
performed in the home are covered when used to aid the diagnosis of OSA in beneficiaries 18 years and 
older, who have signs and symptoms indicative of OSA.”  

We look forward to meeting with you and your staff in the near future to discuss in greater detail how Medicaid 
policies can be revised regarding OSA diagnostic testing so as to improve equity in access to care at a lower 
cost. 
 
Sincerely, 
 
American Thoracic Society 
American College of CHEST Physicians 
American Academy of Sleep Medicine 
 
 
Cc: Daniel Tsai 
Deputy Administrator and Director 
Center for Medicaid and CHIP Services (CMCS) 
Centers for Medicare & Medicaid Services (CMS)  
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