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Emergency Triage, Treat, and Transport Model

» On February 14, 2019, CMS announced the

creation of a new pilot program designed to give
ambulance providers greater flexibility to treat low-

acuity 911 calls

» “Emergency Triage, Treat, and Transport Model”
»>ET3



Overview of Pilot Program

» On February 14, 2019, CMS announced the creation of

a new pilot program designed to give ambulance

providers greater flexibility to treat low-acuity 911 calls

» “Emergency Triage, Treat, and Transport Model”
»>ET3

»Would permit Medicatre reimbursement for:
» Ambulance transportation to alternative treatment
destinations
> Treatment at the Scene




Voluntary Program

» Participation in ET3 is voluntary!!

»There is no impact on reimbursement for ambulance
transportation covered under the Medicare Ambulance
Fee Schedule

» Participants would be eligible for a 5% bump in theit
payments under the Model starting in Year 3




Program Participants

1. Ambulance providers and suppliers

2. Government agencies, their designees, or
other entities that operate or have authority
over 911 dispatch centers




Program Timeline

»Summer 2019 — CMS will put out Request for Participants
(RFAs), giving ambulance providers and suppliers the
opportunity to apply for inclusion in the program

»Fall 2019 — Ambulance providers and suppliers will be selected

as “Participants”

» Fall/Winter 2019 — CMS will issue Notice of Funding
Opportunity (NOFO), which will allow 911 dispatch centers to
apply to participate

» Participation limited to a total of 40 911 dispatch centers

» Participation further limited to geographic areas in which one or more ambulance
providers have been selected to participate




Transportation to Alternative Destinations

» Participating ambulance providers and suppliers would
work with local regulatory agencies to develop a set of
protocols that would allow the ambulance service to
transport low-acuity patients to alternative treatment
destinations

» Up to the ambulance providers to designate what types of
facilities (i.e., urgent care centers, behavioral health centers,
physician offices, etc.) that would quality as “alternative”™
destinations

» “BLS emergency” payment plus mileage




This would likely make sense for...

1. Ambulance providers that are already permitted to
transport patients to alternative destinations

2. Rural and super-rural providers that routinely
transport patients long distances to the nearest
hospital

— Assuming there is a local Urgent Care Center

3.  Ambulance providers that routinely experience “wall
time” at the local EDs




This would likely not make sense for...

1. Situations where the patient’s condition is such that

they could be transported sately by other means

— Whether to the ED or the alternative destination

—On a March 28, 2019 Open Door Forum, CMS indicated that
Medicare’s medical necessity requirement would not be relaxed for
transports to an alternative destination

Obvious Question: how would the patient get home
from the alternative treatment site?




‘“Treat and Release”

» Participating ambulance providers and suppliers would work with
local regulatory agencies to develop a set of protocols that would
allow the ambulance service to treat certain low-acuity patients at
the scene, without the need for transportation

» In partnership with “Qualified Health Care Practitioner”

» Physician, Nurse Practitioner, Physician’s Assistant
» Not Registered Nurses, Advanced Scope paramedics

»Treatment would be rendered by the QHP either on-scene or via
telehealth
»Telehealth encounters require both audio and video
»Telehealth provider would separately bill Medicare for their services




This would likely make sense for...

1. Situations where the patient’s condition does not
warrant further medical attention, but where the
patient requires assurances from a physician

2. Situations where...

The Model is extremely attractive for telehealth
providers, as it essentially provides them with a built-

in referral source




This would likely not make sense for...

1. Situations where the costs of partnering with the
QHP exceed the potential revenue

2. Any situation where the QHP 1s required to actually
render the care on-scene

—Are your crews actually going to wait for the QHP
to arrive on scener
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Study on NEMT

» On August 1, 2018, the Medical Transportation Access
Coalition (MTAC) released a study on the cost effectiveness of
non-emergency medical transportation services

»MTAC is a trade group founded by the three largest brokers of NEMT
— LogistiCare Solutions, LLC, MTM, Inc. and Southeastrans, Inc.

» Key Findings:
» $40 million/month — Estimated ROI for every 30,000
members recetving treatment for kidney disease, diabetic

wound care, or substance abuse
» $34.2 million/month for ESRD

» 58% of surveyed beneficiaries reported that they would be
unable to make medical appointments without access to

NEMT




Access to Care

Survey Results

Amount of treatments that survey

respondents would be able to attend
without NEMT:

B NONE

m ALL

M LESS THAN ALL, MORE THAN NONE

Those with access to public or private transportation were twice as likely

to report that they’'d make their expected treatments per month than
those without these options.

In response to the open-ended question “what would happen if you did not
have the transportation ride services you currently receive,” 10% of
respondents (Nn=103) reported that they would die or probably die.




NEMT Study — Conclusions

e Total ROI for all three conditions per 30,000 members
(10,000 in each condition) per month is $39,553,373.

Extrapolated nationally, these figures would increase
proportionately.

(The precise number of Medicaid beneficiaries using NEMT with
these conditions is not readily available)

NEMT pays for itself as part of a care management
strategy for people with certain chronic diseases.
— RO studies for other disease populations are worth

studying, as well as a SUD-specific study that could

measure both medical and non-medical costs avoided for
treatment adherence.
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Spotlight on

Compliance

An Overview of the Compliance
Challenges Facing ENMS Providers
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EFFECT OF
PRIOR AUTHORIZATION



Extension of Prior Authorization Program

» On November 30, 2018, CMS announced that

it would extend its existing prior authorization
program for repetitive patients for another

year
»In effect in DE, MD, NJ, NC, PA, SC, VA, WV, and
DC




Rapid increase in dialysis-related transports
and inappropriate billing for non-emergency

transports
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Source: United States Renal Data Systems, 2009, Average ambulance spending by state per
beneficiary hemodialysis year
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Prior Authorization First Interim Report

» February 28, 2018
» Mathematica Policy Research
» Key Findings:
1. Prior authorization successfully reduced the utilization of ambulance
for ESRD beneficiaries
—Nearly 70% reduction in the 9 states
—$171 million in Medicare savings
2. Little quantitative evidence to suggest a negative impact on patient

care

— Anecdotal evidence that some beneficiaries had trouble obtaining alternative
transportation

— 15% increase in emergency dialysis utilization




GAO Report on Prior Authorization

»May 21, 2018

» GAO examined the impact of prior authotization on
total expenditures and the potential for additional
savings for items or services subject to prior
authorization

» Power mobility devices (e.g., power wheelchairs)
» Hyperbaric oxygen

»Home health services

»Non-emergency ambulance services




GAO Report on Prior Authorization

» Key Findings:
» Prior authorization has effectively reduced Medicare expenditures
»>$1.1 - $1.9 billion in savings
» Ambulance services (through March 2017):

»MACs collectively handled more than 3,200 requests for prior authotization,
including 2,620 initial requests

» Affirmation rate during first 6 months was 28%

» Affirmation rate rose to 66% during the most recent 6-month period

» GAO estimated total savings for ambulance to be $387.5 million
from December 2014 through March 2017

»>90% of that savings coming from original 3 states




NATIONAL EXPANSION?



TARGETED PROBE & EDUCATION
AUDITS

» A majority of the Medicare

Dear Medicare Provider/Supplier,

In order to fulfill our contractual obligation with the Centers for Medicare & Medicaid Services

(CMS), Noridian Healthcare Solutions, LLC, your Part B Medicare Administrative Contractor AdﬂllﬂlStt ative COﬂtr actors are

(MAC), performs prepayment claim review in accordance with the CMS Progressive Corrective .

Action (PCA)Pan. currently conducting Targeted

This letter is to update you of the claim review findings for HCPCS® A0425 and A0429. The Pr Ob c & E ducate (TPE> ﬂU.dltS

results of this review are not a reflection on your competence as a health care professional or

the quality of care you provide your patients. Specifically, the results are based on the > Multl— round review O f a

documentation requested by Medicare and/or your facility's billing practices. A copy of this .

letter will be shared with our Contractor Medical Directors. partlcular base rate

Claim Review Summary: » Typically BLS non-emergency, but

Thirty-five claims have been reviewed between February 9, 2018 and May 14, 2018 revealing Could be BLS emefgeﬂcy

an error rate of 53.37%. This error rate is calculated as the total dollar amount of allowed . o

charges billed in error divided by the total dollar amount of allowed charges billed. > FO cus on Slgnature leglblht‘y and
credentialing

This document is for the sole use of intended recipient(s} only and may contain restricted and confidential

information. Any unauthorized review, use, disclosure, distribution or capying is prohibited. While all information
in this document is believed to be correct at the time of writing, this doctument is for educational purposes only and
does not provide legal advice. The Noridian website contains the most up-to-date information regarding Medicare

regulations and guidance; Providers need to reference the website for the mast current information, ﬁ‘
A CMS5 Medicare Administrative Contractor CININES i3k WA & N i

San Hadthcie Soklions LG Upnied 15115




Enrollment Moratoria

» On January 30, 2019, CMS indicated that had

allowed all existing enrollment moratoria to
expire
» Included moratoria on the enrollment of new non-

emergency ambulance providers in New Jersey and
Pennsylvania




OIG Report on
Non-Emergency Ambulance Transportation

» “Medicare Improperly Paid Providers for Non Emergency Ambulance
Transportation to Destination Not Covered by Medicare”
» OIG concluded that CMS paid more than $8.6 million for

non-emergency ambulance transportation (ALS or BLS) to

non-covered destinations from 2014 through 2016

»59% of improper payments were to diagnostic or therapeutic sites (“D”) that did
not originate at an SNF

»31% to a residence or assisted living facility

» 6% to the scene of an acute event (“S”)

» 4% to destination code not used for ambulance or no destination modifier

» <1% to a physician’s office
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Department of Justice
U.S. Atomey's Office
Morthern District of Indiana

FOR IMMEDIATE RELEASE Friday, June 28, 2018

National Healthcare Fraud Takedown Results In Charges
Against 601 Individuals Responsible For $2 Billion In
Fraud Losses

Largest Health Care Fraud Enforcement Action in Department of Justice
History Resulted in 76 Doctors Charged and 84 Opioid Cases Involving More
Than 13 Million Illegal Dosages of Opioids

WASHINGTON - Atiorney General Jeff Sessions and Depariment of Health and Human Sarvices
(HHS) Secretary Alex M. Azar [Il, announced today the largest aver health care fraud
enforcement action invelving 601 changed defendants across 58 federal districts, including 165
doctors, nurses and other licensed madical profassionals, for their alleged participation in health
care fraud schemes involving more than 32 billion in false billings. Of those charged, 162
defendants, including 76 doctors, ware charged for their roles in preseribing and distributing
opioids and other dangerous narcolics. Thirty slate Medicaid Fraud Confrol Units also
participated in loday's arrests. In addition, HHS announced today that from July 2017 1o the
presant, it has excluded 2,700 individuals from participation in Medicare, Madicaid, and all other
Federal haalth care programs, which includes 587 providers excluded for conduct related 1o
opioid diversion and abuse.

Attormey General Sessions and Secretary Azar were joined in the announcement by Acting
Aszsistant Altorney General John P. Cronan of the Justice Department’s Criminal Division, Deputy
Director David L. Bowdich of the FBI, Assistant Administrator John Martin of the Drug
Enforcament Administration (DEA), Deputy Inspactor General Gary Cantrall of the HHS Office of
Inspector Ganeral (OIG), Deputy Chiaf Eric Hyllon of IRS Criminal Investigation (CI), Centers for
Medicare and Madicaid Sarvices (CMS) Deputy Administrator and Director of the Center for
Program Integrity Alec Alexander and Director Dermot F. O'Reilly of the Defense Criminal
Investigative Service (DCIS).










Department of Justice
U.S. Attorney's Office

Southern District of California
FOR IMMEDIATE RELEASE Monday, May 4, 2015

Five Southern California Ambulance Companies To Pay More
Than $11.5 Million To Resolve Kickback Allegations

Whistleblower Suit Alleges “swapping” Kickback Scheme

- SAN DIEGO = In a lawsuit unsealed in federal court today, five ambulance companies have entered into civil
settlements with the Department of Justice requiring them to collectively pay more than $11.5 million in
payments to the United States to resolve kickback allegations.

The settling defendants include three Orange-County based companies - Pacific Ambulance, Inc. and
Bowers Companies, Inc., (both of which were subsequently acquired by Rural/Metro Corporation after the
alleged misconduct occurred) and Care Ambulance Service, Inc.; and two San Diego-based companies -
Balboa Ambulance Service, Inc., and E.R. Ambulance, Inc.

The settlements resclve allegations that the defendants engaged in so-called "swapping” kickback schemes
by providing deeply discounted — and often below cost — ambulance services to hospitals and/or skilled
nursing facilities in exchange for exclusive rights to the facilities” more lucrative Medicare patient referrals.
Such swapping arrangements can lead to overutilization of medical services and inflated charges to the
Medicare program. The government alleges that the arrangements in this case resulted in false claims for
Medicare Part B transports which in essence subsidized the discounted trips.

The Anti-Kickback Statute prohibits payment arrangements that are intended to influence health care
referrals. The statute generally prohibits anyone from offering, paying, soliciting or receiving remuneration to
induce referrals of items or services covered by federal health care programs, including Medicare.
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DU
MBULANCE,

STATE

2

Kentucky ambulance service

g8 defrauded Medicare with needless
& trips, government alleges

e : o E:?&LESIE’:"J’-CQENv

September 14, 2018 04:44 PM

An ambulance service in Lee County defrauded taxpayer-funded health programs by
submitting false claims for payment, the federal government alleged in a lawsuit filed Friday.

The service put information in reports that made it seem patients were in worse condition
than they really were, so that the runs would qualify for federal reimbursement, the lawsuit
charged.

Staffers also altered dates and forged doctors’ names on forms included in reimbursement
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: Physician Céfiificatiion
Physician Certification for Ambulance Tran n
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Ambulance Qui Tam

»In January 2019, a federal district court
judge dismissed a gz tam lawsuit that had
been filed against Rural/Metro by two of

its former employees
» Employees had alleged that a 2014 decision by
Rural/Metro to outsource certain coding functions to
an outside agency resulted in the improper “upcoding”
of certain claims




Ambulance Qui Tam

» In dismissing the case, the judge had to determine
whether Rural/Metro “knowingly” permitting the

submission of false claims
»Under the FCA, this knowledge requitement can also include
deliberate 1gnorance or reckless disregard of certain risks
» Mere “negligence” is not sufficient to sustain a FCA case

» Judge determined that Rural/Metro was aware of the
alleged issues related to its billing, and had taken steps to
address these matters. As such, the judge determined
that no reasonably jury could have held that Rural/Metrc
acted recklessly or with deliberate indifference




EXCLUSION SETTLEMENT

»DoJ reached a settlement with an ambulance company
in Maine to resolve allegations that they impropertly
employed an individual that had previously been
excluded from participation in federal health care
programs

>$16.776

» Individual was hired as a part-time administrative
assistant

»She had previously been excluded as the result of surrendering her
pharmacy technician license for improperly diverting controlled
substances
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