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I.

ET3 MODEL OVERVIEW

A. Background and Scope

The Emergency Triage, Treat, and Transport (ET3) Model is a voluntary, five-year payment model that will
provide greater flexibility to ambulance care teams to address emergency health care needs of Medicare
Fee-for-Service (FFS) beneficiaries following a 911 call. Medicare currently pays for emergency ground
ambulance services only when beneficiaries are transported to a limited number of covered destinations. 1
This creates a perverse incentive to bring beneficiaries to high-acuity, high-cost settings (e.g., hospital
emergency departments (EDs)), even when a lower-acuity, lower-cost setting may more appropriately
meet an individual’s needs. A payment model that corrects these misaligned incentives has the potential
to improve the quality of care and lower costs to Medicare by reducing avoidable transports to the
hospital ED and potentially reducing avoidable inpatient admissions.
Model Participants will be Medicare-enrolled ambulance suppliers or hospital-based ambulance providers
selected based on criteria set forth in this Request for Applications (RFA). The ET3 Model will test two new
Medicare payments to Participants: 1) Payment for ambulance transport 2 of Medicare FFS beneficiaries
to alternative destinations not currently covered by Medicare; and, 2) Payment for treatment in place
where appropriate, rendered by a qualified health care practitioner at the scene of a 911 emergency
response or via telehealth. In both cases, the goal is to avert an unnecessary transport to the hospital.
Payments may be tied to performance on key quality measures designed to hold Participants accountable
for the quality of model interventions no earlier than Year 3 of the model performance period. Participants
will partner with alternative destination sites and/or Medicare-enrolled qualified health care
practitioners, depending on which model interventions they seek to implement.
Although ET3 is a Medicare payment model, the Innovation Center acknowledges that Participants that
are able to implement the model interventions across multiple payers will be in the best position to
achieve ET3’s cost and quality goals. Therefore, each Applicant must describe its strategy for engaging
other payers in its proposed service area, or explain how it would successfully implement the model for
Medicare FFS beneficiaries only. In support of the Center for Medicare and Medicaid Innovation
(Innovation Center) goal of incentivizing multi-payer alignment in the ambulance services sector, and in
recognition of Medicaid’s role as a driver for state-based innovation in the unscheduled, emergency
ambulance sector, the ET3 Model Learning System (see Section V, Learning System Activities) will provide
targeted activities to state Medicaid programs to address barriers to payment development and
implementation.

42 C.F.R. § 410.40(e). Medicare covers medically necessary ambulance transportation to a range of locations,
including high-acuity settings such as emergency departments, which are the most likely destinations for
beneficiaries experiencing a medical emergency. The regulation also permits coverage of medically necessary
transport from a hospital, Critical Access Hospital (CAH), or Skilled Nursing Facility (SNF) to the beneficiary’s home;
from a SNF to the nearest supplier of medically necessary services not available at the SNF where the beneficiary is
a resident, including the return trip; and, for a beneficiary who is receiving renal dialysis for treatment of end-stage
renal disease, from the beneficiary's home to the nearest facility that furnishes renal dialysis, including the return
trip.
22
In order to be eligible for model payments, vehicles used during ET3 interventions should adhere to the
requirements set forth in 42 C.F.R. § 410.41(a).
1
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B. Application Timelines and Anticipated Funding Opportunity
This RFA is the first of up to three potential RFAs through which Applicants may be selected to participate
in the ET3 Model. Through the first two RFAs, CMS may select enough Participants to capture up to 30%
of Medicare FFS emergency ground ambulance transports. Additional RFA rounds will be considered
based on availability of funding and evidence that the model is working as intended. Table 1 summarizes
the expected timelines for Round 1 application, selection, and performance for ET3 Model Participants,
although the actual timelines may vary. Additional application rounds may be scheduled, but are not
guaranteed.

Table 1. ET3 Model Round 1 Application Timeline
Milestone
RFA Released
RFA Application Submission Period
Participants Selected
Performance Start
Performance End

Spring 2019
Summer 2019
Fall 2019
January 2020
December 2024

Timeline

Separately from the RFA process, the Innovation Center expects to allocate cooperative agreement
funding to support successful implementation of a medical triage line integrated into the 911 dispatch
system(s) in an eligible region. In addition to limiting inappropriate initiation of ambulance services,
successful implementation of a medical triage line can increase efficiency in EMS systems where
Participants operate, including by allowing for faster emergency response to the most time-sensitive
cases. Local governments, their designees, or other entities that operate or have authority over a 911
dispatch system in regions in which Participants operate may be eligible to apply for cooperative
agreement funding. A Notice of Funding Opportunity (NOFO) announcement is expected to be released
following the first round of Participant selection. In the event that there is more than one round of
Participant selection, CMS may release a second NOFO announcement following the second round of
Participant selection, pending availability of funds. No more than two NOFOs are expected to be published
for the ET3 Model.

C. Authority

Section 1115A of the Social Security Act (the Act) authorizes the Innovation Center to test innovative
payment and service delivery models to reduce Medicare, Medicaid, and CHIP expenditures while
preserving or enhancing the quality of care furnished to program beneficiaries.

D. ET3 Model Goals and Framework

ET3 is a Medicare payment model test that aims to:
•
•
•

Provide person-centered care, such that beneficiaries receive the appropriate level of care
delivered safely at the right time and place while having greater control of their health care
through the availability of more options.
Encourage appropriate utilization of services to meet health care needs effectively.
Increase efficiency in the EMS system to allow for more rapid response to time-sensitive
conditions.

5|P ag e

The ET3 Model is designed around three core features to ensure that payment innovations achieve
these goals:
1. Payments for emergency medical services (EMS) innovations. ET3 Participants will be eligible for
payments for 1) transporting Medicare FFS beneficiaries to alternative destinations approved in
advance by CMS; and, 2) facilitating appropriate treatment in place at the scene of a 911
emergency response or via telehealth. Participants who demonstrate high quality of care based
on performance metrics described in this RFA and finalized in the Model Participant Agreement
may be eligible for a performance-based payment adjustment beginning no sooner than Year 3
of the model. The model does not alter coverage or payment for Part B ambulance services that
are not provided in connection with this model. A beneficiary who is eligible for the
interventions available under the ET3 Model may elect to receive an intervention or may choose
to be transported to a covered destination pursuant to existing state and local EMS protocols
and Medicare requirements. All non-ambulance services furnished to ET3 Model beneficiaries
will be furnished by Medicare-enrolled providers and suppliers, such as the alternative
destination sites and qualified health care practitioners discussed below, who have been vetted
and approved in advance by CMS to promote beneficiary safety and reduce program integrity
risks.
2. Multi-payer participation. Participants will be chosen in part based on their ability to implement
the ET3 Model interventions within the context of a multi-payer environment. In their responses
to this RFA, each Applicant must set forth a feasible multi-payer alignment strategy within the
context of its proposed plan for implementing the model interventions; or, explain how the
Applicant would successfully implement the model interventions for Medicare FFS beneficiaries
only. (See Section VIII, Selection Criteria).
3. Enhanced monitoring and enforcement. Although most instances of fraud and abuse in the
ambulance sector take place within the context of scheduled or unscheduled non-emergency
ambulance transport, the Innovation Center acknowledges that the ET3 Model will require
robust monitoring and enforcement to ensure that payment and services are consistent with
applicable coverage policies.
In total, these innovations will help ensure Medicare FFS beneficiaries have access to a fuller scope of
ambulance services, expend fewer out-of-pocket costs by facilitating lower-cost treatment in loweracuity settings, and receive the most appropriate level of care at the right time and place.

II.

MODEL DESCRIPTION

A. Model Overview

A Participant in the ET3 Model may offer up to three options when responding to a 911 call placed by or
on behalf of a Medicare FFS beneficiary. First, a Participant may transport the beneficiary to a covered
destination that is currently allowed under Medicare regulations (e.g., a hospital ED). 3 In the event that
a Participant responds to a 911 call and determines that a beneficiary may be safely treated at a loweracuity alternative destination, or safely treated in place at the scene of the 911 emergency response, the
Participant may also offer the following model interventions: 1) transport the beneficiary to an
alternative destination; or 2) initiate and facilitate treatment in place by a qualified health care
practitioner either in-person on the scene of the 911 emergency response or via telehealth. At a
3

42 C.F.R. §410.40(e), Coverage of Ambulance Services, Origin and destination requirements.
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minimum, all Participants must agree to implement the alternative destination transport intervention.
Each Applicant must identify in its response to this RFA whether it intends to implement the treatment
in place intervention. An Applicant that proposes to implement the optional treatment in place
intervention has the opportunity to earn additional points towards its overall application score.
Participants must partner with alternative destination sites, which must be enrolled in Medicare or
employ or contract with Medicare-enrolled practitioners, and which must be able to accept and furnish
services to Medicare FFS beneficiaries who are transported to these sites. An alternative destination site
must have the capacity to meet the needs of Medicare FFS beneficiaries who are transported to the site
through the model. Participants that propose to implement the treatment in place intervention must
partner with Medicare-enrolled qualified health care practitioners to furnish services, which can be
provided either in-person on the scene of the 911 response or via telehealth. Each Participant must
ensure that at least one of the non-ED options is available at all times. This may require partnering with
alternative destination site(s) or qualified health care practitioner(s) that can ensure availability of
services for ET3 Model beneficiaries 24 hours per day, seven days per week, but a Participant need not
guarantee the availability of a specific site at all times. Each Applicant must identify a plan for ensuring
real-time availability of an alternative destination site for a particular beneficiary prior to transporting
that beneficiary to a site.

B. Key Model Features: Region, Participants, and Non-Participant Partners
i.

Model Region

Each Applicant must identify the region in which it proposes to implement the model. A proposed model
region should be a county or equivalent entity, or multiple counties or equivalent entities, where the
Applicant currently provides, and expects to continue to provide for the duration of the model
performance period, Medicare-covered emergency ambulance services to Medicare FFS beneficiaries.
In order to be eligible to participate in the ET3 Model, an Applicant must propose a model region
located in a state or states where at least 15,000 Medicare FFS emergency ambulance transports
occurred in the 2017 calendar year. If an Applicant proposes a region that includes more than one state,
each state must be one in which at least 15,000 Medicare FFS emergency ambulance transports took
place during the 2017 calendar year. Applicants should refer to Appendix D, Medicare FFS Emergency
Transport Volume by State and County or County-Equivalent Entity, to determine whether their
proposed region is located in a state or states that meet this 15,000 transport volume threshold. An
Applicant that proposes to implement the model in any state that did not meet this 15,000 transport
volume threshold, notwithstanding its response to other application requirements, will not be eligible to
participate in the ET3 Model.
Although a region may be comprised of multiple counties or equivalent entities, preference will be given
to Applicants who propose a region that includes at least one county (or county-equivalent) where at
least 7,500 Medicare FFS emergency ambulance transports occurred in the 2017 calendar year.
Applicants should refer to Appendix D to determine whether their proposed region includes a county or
equivalent entity that meets this threshold.

ii.

Participants

Medicare-enrolled ambulance suppliers or hospital-based ambulance providers are eligible to apply to
participate in the ET3 Model.
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iii.

Non-Participant Partners

All Participants must partner with alternative destination sites, and those that seek to implement the
treatment in place intervention must partner with Medicare-enrolled qualified health care practitioners.
These alternative destination sites and Medicare-enrolled qualified health care practitioners are
referred to as “Non-Participant Partners.” Non-Participant Partners will furnish non-ambulance services
to Medicare FFS beneficiaries through the model. For the alternative destination transport intervention,
a Participant may partner with alternative destination sites that include: a Medicare-enrolled
institutional provider; a group practice that includes Medicare-enrolled qualified health care
practitioners; a solo practitioner; or, a non-Medicare-enrolled entity that employs or contracts with
Medicare-enrolled qualified health care practitioners that can furnish covered services to Medicare FFS
beneficiaries (“downstream practitioners”). Alternative destination sites will bill Medicare as usual for
services furnished at the site. For the treatment in place intervention, a Participant must partner with
individual Medicare-enrolled qualified health care practitioners or a Medicare-enrolled group practice
that includes such practitioners. 4 Non-Participant Partners that are involved in the treatment in place
intervention must be enrolled in Medicare and would bill Medicare as usual for services rendered
through the ET3 Model, with the addition of a non-paying G-code to identify services as part of an ET3
treatment in place intervention. See Section II.G for additional information about potential payment
adjustments for Non-Participant Partners. Applicants will be required to demonstrate that each
proposed Non-Participant Partner has the capacity to serve Medicare FFS beneficiaries through this
model, including the capacity to ensure that Medicare is billed for services rendered to Medicare FFS
beneficiaries.
Participants must notify and educate each proposed Non-Participant Partner with which an Applicant
seeks to partner about the ET3 Model such that they are able to make an informed decision about
whether to participate in the model as a Non-Participant Partner. Each Participant must obtain and
submit to the Innovation Center written confirmation of the consent of each Non-Participant Partner to
participate as such in the ET3 Model. Each Non-Participant Partner will be subject to approval by the
Innovation Center, including a program integrity vetting process (See Section VII.C, Applicant Vetting).
Each Applicant must describe its relationship to each of its proposed Non-Participant Partners in
response to this RFA, including a description of any and all legal and financial relationships. The
relationship between each Participant and each qualified health care practitioner or alternative
destination site would be governed by independent agreements between those parties and subject to
existing laws, including fraud and abuse laws.

C. Model Population

The model population for the ET3 Model includes all Medicare FFS beneficiaries enrolled in Part B who
seek unscheduled, emergency ambulance services in regions where Model Participants are
implementing the model. The ET3 Model is designed to increase care choices for beneficiaries who can
be treated safely in lower-acuity settings or at the scene of the 911 emergency response. Transport to
an alternative destination or treatment in place may only be offered to a beneficiary eligible for these
model interventions, based on a Participant’s established protocols. A beneficiary who is experiencing
an acute medical emergency that requires medically necessary treatment in a hospital setting should be
transported to a hospital ED, pursuant to applicable laws and EMS protocols in the location where the
Participant operates. Participants will be required to attest that clinical protocols and other protocol
guidelines relevant to the ET3 model are compliant with state and local requirements and clinical best
If a Participant partners with a group practice to implement the treatment in place intervention, the Participant’s
agreement with the group practice must be with the TIN-Level Entity.

4
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practices, and are subject to internal quality improvement processes to ensure that quality and safety
practices are implemented and tracked.
Additionally, beneficiaries who may be eligible for model interventions would continue to be able to
choose to access treatment via transportation to a hospital ED or another covered destination, subject to
existing Medicare rules, if they prefer such options to receiving care at an alternative destination or
treatment in place through the model. A beneficiary is also free to decline transport to a specific
alternative destination; for example, a beneficiary who expresses interest in alternative destinations
generally may choose ultimately to be transported to an ED or other covered destination if the Participant
does not have an agreement with the specific site the beneficiary prefers.
The ET3 Model does not allow beneficiaries to “opt out” of the model’s payment methodology. That is, a
beneficiary who receives an item or service through the model cannot receive such care without being
subject to the model’s Medicare payment methodology for as long as the Participant or its Non-Participant
Partner is participating in the model and the beneficiary is receiving such items and services.

D. Medical Necessity Requirements
i.

Transport to Alternative Destinations

ii.

Treatment in Place

The ET3 Model will apply Medicare’s medical necessity requirements for Part B ambulance services to
transportation by ambulance to an alternative destination under the model. Ambulance transportation
is covered under Medicare Part B only to the extent that other means of transportation are
contraindicated by the beneficiary’s medical condition. 5 In any case in which some means of
transportation other than an ambulance could be used without endangering the individual's health, no
payment may be made for ambulance services. As in the current ambulance services benefit under Part
B, Medicare payment may be made for transportation by ambulance to an alternative destination only
when other means of transportation are contraindicated by the beneficiary’s medical condition.
Participants may not receive Medicare payment for transports to alternative destinations that do not
meet medical necessity requirements. Participants may suggest to a beneficiary non-ambulance
transport to the appropriate care setting based on the individual’s presenting needs, subject to state
and local requirements.
A beneficiary who does not meet medical necessity requirements for ambulance transport may still
meet medical necessity requirements for a Medicare-covered item or service that is furnished by a
qualified health care practitioner in-person or via telehealth, subject to existing Medicare rules.
Medicare Part B pays for covered telehealth services included on the telehealth list only when furnished
by an interactive telecommunications system, defined as a “multimedia communications equipment
that includes, at a minimum, audio and video equipment permitting two-way, real-time interactive
communication between the patient and distant site physician or practitioner. Telephones, facsimile
machines, and electronic mail systems do not meet the definition of an interactive telecommunications
system.” 6 Neither Participants nor Non-Participant Partners may receive payment for services that are
not medically necessary.

See Medicare Benefit Policy Manual, Chapter 10, section 10.2.1, Ambulance Services, Necessity for the Service,
available at https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c10.pdf.

5

6

See 42 C.F.R.410.78, Telehealth services.
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A. Advanced APM and MIPS APM Determination

The ET3 Model is neither an Advanced APM nor a MIPS APM. The model does not meet Advanced APM
financial risk criterion at 42 C.F.R § 414.1415(c). The model is not a MIPS APM because ambulance
suppliers and providers do not meet the definition of “MIPS eligible clinician” at 42 C.F.R. § 414.1305.
Therefore, Participants would not include at least one MIPS eligible clinician on a participation list as
required by 42 C.F.R § 414.1370(a)(2) to be a MIPS APM.

F. ET3 Model Payments

The ET3 Model is designed to improve alignment between the health care needs of Medicare FFS
beneficiaries and the covered transport and treatment options available to the ambulance suppliers and
providers that serve them. To accomplish this goal, the ET3 Model will create two new Medicare
payments available to Participants:
1) A payment for transport to alternative destinations; and,
2) A payment for treatment in place.
Participants are not required to implement treatment in place interventions. Equalizing payments for
Participants across transport and treatment in place options, however, will permit the model to test
whether treatment in place via telehealth or through in-person services are feasible alternatives to
transport to an ED. Furthermore, this approach to neutralize the payment levels across each
intervention under the model encourages the ambulance supplier or provider to triage beneficiaries
based on their presenting health care needs, without regard to the payment they would receive.

i.

Payments to Participants

a. Transport to Alternative Destinations
A Participant that transports a beneficiary to an approved alternative destination through the model
must bill for and will receive payment at a rate equivalent to the appropriate Medicare Part B
ambulance fee schedule (AFS) base rate for emergency Basic Life Support (BLS-E) ground ambulance
(HCPCS code A0429) or emergency Advanced Life Support, Level 1 (ALS1-E) ground ambulance (HCPCS
code A0427) in addition to mileage (HCPCS A0425). The appropriate payment rate is based on the
existing Medicare definitions of BLS-E and ALS1-E services. In order to bill at the ALS1-E level, a
Participant must render services that meet the Medicare definition of Advanced Life Support, including
transportation by ground ambulance vehicle and the provision of medically necessary supplies and
services including the provision of an ALS assessment by ALS personnel or at least one ALS intervention. 7
Payment for transport to an alternative destination will include the same mileage rates and adjustments
as current BLS-E or ALS1-E Medicare-covered transports to the ED. 8 Aligning Participant payments with
the BLS-E or ALS1-E base rate payment for transport to the ED will align incentives to promote
interventions that most appropriately address beneficiary needs. Over the life of the model, payments
will be updated annually to match the BLS-E and ALS1-E base rates in the Medicare AFS.

42 C.F.R. 414.605, Fee Schedule for Ambulance Services, Definitions.
Adjustments include the geographic adjustment factor (§ 414.610(c)(4)), the rural adjustment factors(§
1834(l)(12), 42 C.F.R. § 414.610(c)(5)(i) and (ii)), rural and urban add-ons (§1834(l)(13), 42 C.F.R. § 414.610(c)(1)(ii),
and the multiple patient rule, if applicable (§ 414.610(c)(6)).

7
8
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b. Treatment in Place
A Participant that facilitates in-person treatment in place will be paid an amount equivalent to the BLS-E
or ALS1-E base rate. In order to bill at the ALS1-E base rate, a Participant must provide medically necessary
supplies and services and either an ALS assessment by ALS personnel or the provision of at least one ALS
intervention. 9A Participant that facilitates treatment in place via telehealth will be paid a modified
telehealth originating site facility fee equivalent to the BLS-E or ALS1-E base rate, depending on the level
of service provided. A Participant that facilitates in-person or telehealth treatment in place must
separately bill Medicare using a model-specific code for an amount equal to the BLS-E base rate under
HCPCS A0429 or, if the Participant meets the requirements for billing at an ALS1-E rate, under HCPCS
A0427. Similar to the payments for transport to alternative destinations, aligning Participant payments
for treatment in place with the appropriate BLS-E or ALS1-E base rate payment will align incentives to
promote interventions that most appropriately address beneficiary needs. Over the life of the model,
payments will be updated annually to match the emergency BLS-E or ALS1-E base rates in the Medicare
AFS.
See Section II.F.ii.b, ET3 Model Payments – Payments to Non-Participant Partners – Treatment in Place,
for information about payments to Non-Participant Partners who furnish treatment in place services in
person or via telehealth through the model.
c. Performance-Based Payment Adjustment
See Section II.G, Accountability for Quality Performance, for information related to the potential
performance-based payment adjustments for Participants.

ii.

Payments to Non-Participant Partners

The legal and financial relationship between a Participant and an alternative destination site or qualified
health care practitioner would be governed by independent agreements between those parties and
subject to existing laws, including federal fraud and abuse laws. CMS is unable to provide legal advice to
Applicants, Participants, and Non-Participant Partners, and encourages these individuals and entities to
obtain advice from their own legal counsel as needed.
a. Treatment Following Transport to an Alternative Destination
An alternative destination site will bill Medicare as usual for services rendered to a beneficiary following
transport through the ET3 Model. See Section B.3, Non-Participant Partners, for additional information..
b. Treatment in Place
A qualified health care practitioner who partners with a Participant and furnishes a Medicare-covered
service to a beneficiary through in-person treatment in place or via telehealth must bill Medicare using
the applicable HCPCS code for the service furnished pursuant to existing Medicare FFS rules. If the
service is furnished via telehealth, the practitioner must submit to Medicare the appropriate claim for
the telehealth service furnished to the beneficiary from the distant site in order to receive Medicare FFS
payment for the service.
c. After-Hours Payment Adjustment
See Section II.G, Accountability for Quality Performance, for information related to the potential
payment adjustments for qualified health care practitioners furnishing services through the model as
Non-Participant Partners.

9

42 C.F.R. § 414.605, Fee Schedule for Ambulance Services, Definitions.
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iii.

Table 2. Illustrative Table of Possible ET3 Payment Scenarios
INTERVENTION

TRANSPORT TO
ALTERNATIVE DESTINATION
TREATMENT IN PLACE
(QUALIFIED HEALTH CARE
PRACTITIONER, VIA
TELEHEALTH)

TREATMENT IN PLACE
(QUALIFIED HEALTH CARE
PRACTITIONER, IN –PERSON )

PAYMENT TO
PARTICIPANT 10
BLS-E or ALS1-E base rate +
mileage and adjustments 11
Payment equal to BLS-E or
ALS1-E base rate =
Telehealth originating site
fee + modifier to equal BLSE or ALS1-E base rate

Payment = BLS-E or ALS1-E
base rate

PAYMENT TO NON-PARTICIPANT
PARTNER
Medicare billed for services furnished
under the applicable FFS rules.
Medicare billed under Physician Fee
Schedule for telehealth services
furnished
Payment = Medicare Physician Fee
Schedule amount for furnished
service
Medicare billed under Physician Fee
Schedule for services furnished
Payment = Medicare Physician Fee
Schedule amount for furnished
service

G. Accountability for Quality Performance

The ET3 Model intends to preserve or enhance the quality of care furnished to beneficiaries. To that
effect, the model expects to use patient experience of care measures, utilization measures, and
outcome measures to track experience and quality of care, identify gaps in care, and focus quality
improvement activities. Delivery of high-quality care may be eligible for performance-based payment
adjustments, pending the availability of valid and reliable performance metrics.
i.

Required Monitoring Measures: Each Participant will be required to report data on monitoring
measures not tied to a specific payment. See Section III, Model Monitoring & Reporting for
additional information about the ET3 Model monitoring strategy.

ii. Payment Adjustments Under the Model:
a. Payment Adjustment – Qualified health care practitioner: A qualified health care
practitioner who is a Non-Participant Partner and treats an ET3 Model beneficiary during
non-business hours, defined under the ET3 Model as 8:00pm-8:00am local time, as part
of the model’s treatment in place intervention, including services furnished via telehealth
or in-person, will be subject to a 15% increase in the rate for that billed service. In order
The ET3 Model retains the distinction between BLS-E and ALS1-E services captured in current Medicare
requirements. In order to bill at the higher ALS1-E rate for the alternative destination transport intervention, a
Participant must render services that meet the ALS1-E definition at 42 C.F.R. 414.605 and in the Medicare Benefit
Policy Manual, Chapter 10, section 30.1.1 (Ground Ambulance Services), including transportation by ground
ambulance vehicle, medically necessary supplies and services and either an ALS assessment by ALS personnel or
the provision of at least one ALS intervention. In order to bill at the higher ALS1-E rate for facilitating treatment in
place, the Participant must provide medically necessary supplies and services and either an ALS assessment by ALS
personnel or the provision of at least one ALS intervention.
11
Adjustments include the geographic adjustment factor (§ 414.610(c)(4)), the rural adjustment factors (§
1834(l)(12), 42 C.F.R. § 414.610(c)(5)(i) and (ii)), and and rural and urban add-ons (§ 1834(l)(13), 42 C.F.R. §
414.610(c)(1)(ii), and the multiple patient rule, if applicable (§ 414.610(c)(6)).
10
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to receive the 15% increase, eligible qualified health care practitioners will submit claims
with a model-specific modifier associated with the after-hours payment adjustment.
b. Performance-Based Payment Adjustment – Model Participants: Participants may be
eligible for performance-based payment adjustments. The availability of these
adjustments is conditioned upon CMS’s ability to validate potential measures using data
reported by Participants during early years of the ET3 Model, and is not guaranteed. If
and when valid and reliable measures are available, and no sooner than Year 3 of the
Model, Participants may be eligible for up to a 5% upward adjustment to their payments
for treatment in place and transport to alternative destinations. The payment adjustment
would be based on performance during the previous year; for example, if valid and
reliable measures are available for implementation in Year 3, the adjustment applied to
payments in Year 4 would be based on quality measure performance during Year 3. The
adjustment would apply only to the payments billed by the Participant for transport to
alternative destinations and for treatment in place.
The final quality measure list for Year 1 will be communicated to Participants in advance of Year 1.
Participants will be required to report on all model quality measures, and failure to meet reporting
requirements may result in corrective action or termination. The list of required measures may be
updated by CMS on an annual basis thereafter. In subsequent model years beginning with Year 2, CMS
may allow Participants to report on various additional quality measures on a voluntary basis. Appendix
C, Potential Measures for Performance-Based Payment, includes two measures under consideration for
the potential performance-based payment adjustments for Participants described in Section G.ii.b,
above.
Claims-based quality measures will be collected by CMS directly. The Model Participation Agreement will
set forth reporting requirements for all applicable non-claims based quality measures.

H. Term of ET3 Model Participation Agreement

As noted in the Model Overview, the Innovation Center anticipates up to three rounds of applications
for potential model Participants, including this RFA. We anticipate that the Performance Period of the
Model will begin on January 1, 2020 for Participants selected to participate based on this RFA. The
Performance Period for Participants who continue throughout the duration of the model is expected to
conclude on December 31, 2024.

i.

Fraud and Abuse Waivers

The authority for this initiative is section 1115A of the Act. Under section 1115A(d)(1) of the Act, the
Secretary of Health and Human Services may waive such requirements of Titles XI and XVIII, and of
sections 1902(a)(1), 1902(a)(13), 1903(m)(2)(A)(iii), and 1934 (other than subsections (b)(1)(A) and (c)(5)
of such subsection) of the Act as may be necessary solely for purposes of testing models described in
section 1115A(b). For purposes of this model and consistent with this standard, the Secretary may
consider exercising such waiver authority with respect to the fraud and abuse provisions in sections
1128A, 1128B, and 1877 of the Act as may be necessary to develop and implement the model, pursuant
to section 1115A(b). Waivers are not being issued in this document; waivers, if any, would be set forth
in separately issued documentation. Thus, notwithstanding any other provision of this RFA, individuals
and entities must comply with all applicable laws and regulations, except as explicitly provided in any
such separately documented waiver or waivers issued specifically for ET3 pursuant to section
1115A(d)(1). Any such waiver would apply solely to ET3 and could differ in scope and design from
waivers granted for other programs or models.
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ii.

Program and Payment Policy Waivers

CMS expects to make available conditional waivers of certain requirements of the Medicare program as
authorized under section 1115A(d)(1) of the Act, referred to as Program and Payment Policy Waivers, as
may be necessary solely for purposes of testing the ET3 Model. 12 These Program and Payment Policy
Waivers may include, without limitation, the requirements described in Table 3:
Table 3. ET3 Medicare Program and Payment Policy Waivers
Citation to Current
Requirement

42 C.F.R §410.40(e):
Origin and
Destination
Requirements for
Ambulance Services

42 C.F.R. § 414.605,
Fee Schedule for
Ambulance Services,
Definitions

Summary of Current Requirement

Model Impact/Justification

Limits destinations for ambulance
transports to particular settings and
requires that a beneficiary be
transported to the nearest covered
facility that is capable of furnishing
the required level and type of care.
(See FN 1 for additional information
regarding Medicare origin and
destination requirements.)

To broaden the list of acceptable
destination sites and remove the
proximity requirement in order to
allow Participants to transport
beneficiaries to alternative
destinations

Defines Advanced Life Support,
Level 1 (ALS1) and Basic Life
Support (BLS)

To allow for a payment to a
Participant that engages in
treatment in place that is
equivalent to the emergency BLSE or ALS1-E rate, determined by
the level of service rendered by
the Participant, without requiring
the Participant to transport the
patient from the scene of the
ambulance response, in order to
test whether treatment in place is
a feasible alternative to transport
to the ED.

Note that CMS does not expect to waive the Emergency Medical Treatment and Active Labor Act (EMTALA). Each
applicant must address how it will implement its proposed intervention design in compliance with the Emergency
Medical Treatment & Labor Act (EMTALA), See Section VII.B, Selection Criteria, Application Review Criteria.

12
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Citation to Current
Requirement

§1834(m)(2)(B) of the
Act, Payment for
Telehealth Services

§§1832(a)(2)(B), Scope
of Benefits;
1861(s)(2)(B),
Definitions of services,
institutions, etc.

1834(l) of the Act; 42
C.F.R. §414.610,
Ambulance Fee
Schedule, Basis of
Payment
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Summary of Current Requirement

Establishes the telehealth
originating site facility fee
(approximately $26 in 2018)

Establishes the Part B benefit for
medical and other health services
furnished by a provider of services.
Defines “medical and other health
services” to include outpatient
hospital services.

Establishes the fee schedule for
Medicare payment of ambulance
services

Model Impact/Justification
To allow for a payment to
Participants of a modified
originating site facility fee equal to
either the BLS-E or ALS1-E rate,
determined by the level of service
rendered by the Participant, in
order to test whether treatment in
place via telehealth is a feasible
alternative to transport to the ED.
To allow medical and other health
services that otherwise would be
furnished in a hospital outpatient
setting to be furnished by, and
paid to, the Participant (payment
equal to BLS-E or ALS1-E base
rate, determined by the level of
service rendered by the
Participant), to test whether
treatment in place is a feasible
alternative to transport to the ED

To allow Participants who meet
certain performance criteria to
receive up to a 5% upward
adjustment to their payment rate
under the Medicare Ambulance
Fee Schedule for transports to
alternative destinations in years 35 of the model to incentivize highquality care and test the impact of
quality-adjusted payments on key
performance metrics.

Citation to Current
Requirement

Summary of Current Requirement

Model Impact/Justification

§1848(a)(1) of the Act,
Payment of Benefits

Requires that payment amounts for
physicians’ services be determined
under the Physician Fee Schedule
(PFS).

To allow Non-Participant Partners
who render services to
beneficiaries through the ET3
model treatment in place
intervention via telehealth or inperson after business hours to
receive a 15% increase to the rate
for their billed service, in order to
increase the availability of the ET3
treatment in place interventions
after hours as an alternative to
treatment in the ED

1834(m)(2)(A),
Payment for
Telehealth Services,
Payment Amount,
Distant Site

Requires that a physician or
practitioner located at a distant site
that furnishes a telehealth service
to an eligible telehealth individual
be paid an amount equal to the
amount that such physician or
practitioner would have been paid
under this title had such service
been furnished without the use of a
telecommunications system.

To allow Non-Participant Partners
who render services to
beneficiaries through the ET3
model treatment in place
intervention via telehealth after
business hours to receive a 15%
increase to the rate for their billed
service, in order to increase the
availability of ET3 model
interventions after hours as an
alternative to treatment in the ED

1834(m)(2)(B) and
(m)(4)(C) of the Act; 42
C.F.R. §410.78(b)(3)
and (b)(4): Telehealth
originating site and
geographic
reuirements

Limits telehealth services to those
furnished in specific types of
originating sites located in certain
(mostly rural) areas

To allow beneficiaries to receive
telehealth services in originating
sites other than those listed in the
regulations and in non-rural areas,
in order to test whether treatment
in place via telehealth originating
at the scene of an ambulance
response is a feasible alternative
to transport to the ED

III.

MODEL MONITORING & REPORTING
A.

Monitoring: Program Integrity

CMS is committed to strict penalties for Participants that violate the terms of the agreement or engage in
non-compliance, fraud, abuse, or misuse. The Innovation Center will vet and continuously monitor ET3
Participants to prevent, identify, and respond to fraud and abuse related to the model, including
monitoring for overutilization of services associated with the model. Participants that do not meet the
model requirements outlined in their Model Participant Agreement will be considered for corrective
action, including funding restrictions, and/or other sanctions, including possible termination from the
model. The Innovation Center and its contractors will work with the CMS Center for Program Integrity
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and the HHS Office of the Inspector General to report and refer any suspected non-compliance, fraud,
abuse, or misuse for further investigative or administrative action as appropriate under existing law. These
actions may include overpayment recovery, exclusion from federal health care programs, imposition of
civil monetary penalties, and/or referral to law enforcement (See also, III.C, Monitoring: Corrective
Action).
Each Applicant will be required to provide information about current compliance programs and describe
plans to ensure compliance with all relevant Medicare and federal fraud and abuse laws in their
implementation of the ET3 Model, including a plan for avoiding inappropriate utilization of services
available under the ET3 Model. Applicants should consult the OIG’s voluntary Compliance Program
Guidance for Ambulance Suppliers as they develop their responses to this RFA.
See Section VII.C, Applicant Vetting, for additional information about the program integrity and law
enforcement vetting process for Applicants, Participants, and Non-Participant Partners. CMS will also vet
each alternative destination site and qualified health care practitioner proposed by an Applicant or
Participant as a Non-Participant Partner.

B.

Monitoring: Beneficiary Protections and EMS Systems Impact

CMS will monitor the impact of the model on quality of care to ensure that the model upholds the highest
standards of beneficiary safety. Participants may neither restrict beneficiary access to medically necessary
care, nor misuse their participation in the ET3 Model to bill for medically unnecessary care. To safeguard
against inappropriate provision of care, including overutilization of services associated with the model,
CMS and its contractors will routinely monitor and analyze data on service utilization, and may review
utilization and referral patterns. CMS and its contractors will also conduct medical record audits, track
patient complaints and appeals, and monitor patient outcome measures to assess improvement,
deterioration, or any deficiencies in quality of care under the Model.
In addition to CMS monitoring for measures of beneficiary safety, CMS contractors will work together to
ensure that Participants receive information on the safety of their triage decisions to foster continuous
quality improvement under the model. Further, the model will monitor its impact on the broader EMS
system in the communities where it is implemented to ensure that the innovations transform care delivery
appropriately, without promoting negative unintended consequences, such as increases in 911 calls as a
means to utilize the model for ambulance-led home care visits.
All Participants will be required to comply fully with requests by CMS and its contractors related to provide
data related to the ET3 initiative for monitoring and quality assessment, including: providing data related
to Participants, Non-Participant Partners, and beneficiaries; being available for site visits by CMS staff and
its contractors at the Participant’s facilities, in accordance with the terms of the ET3 Model Participation
Agreement; requiring its Non-Participant Partners to be available for site visits at their respective facilities
by CMS staff and its contractors; and, participating in surveys and interviews. Participants will be expected
to provide CMS and its contractors with ongoing monitoring information by tracking and reporting various
measures of performance improvement efforts and operational metrics. Examples of such monitoring
efforts may include, but are not limited to, measurements of:
•
•
•

proportion of dispatches that result in transport;
adherence to triage protocols; and,
EMS response time from dispatch to arrive on scene for critical illness
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CMS and its contractors may also monitor metrics such as:
• overall 911 call volume;
• proportion of calls that result in dispatch;
• patterns of frequent utilization of services by beneficiaries, Participants, Non-Participant
Partners, and downstream practitioners, including multiple events for the same beneficiary in the
same day and overutilization of model services including services associated with treatment in
place; and
• diagnostic codes for services furnished by Non-Participant Partners and downstream practitioners
through treatment in place or at alternative destination sites
Data to support these efforts will draw from claims and reporting requirements from either model
Participants or cooperative agreement awardees, as appropriate. Participants’ performance will be
assessed against their own historical performance, as well as against a comparison group.

C.

Monitoring: Corrective Action

IV.

MODEL EVALUATION

V.

LEARNING SYSTEM ACTIVITIES

When it is determined, through monitoring or otherwise, that a Participant or Non-Participant Partner is
not in compliance with Model requirements, CMS may send a Participant a warning letter; terminate the
Participant’s ET3 Model Participation Agreement; require the Participant to terminate arrangements with
one or more Non-Participant Partners; require Participants to implement a corrective action plan (CAP);
and/or take other corrective action. Any CAP implemented for purposes of the ET3 Model must require
the Participant to propose a plan for achieving compliance and allow CMS to determine whether such
changes were made. Failure to comply with the requirements of the CAP, or with the ET3 Model
Participation Agreement itself, may result in termination of the Participant’s ET3 Model Participation
Agreement or referral to law enforcement, or both, if necessary.

CMS will contract with an independent evaluator to conduct the Model evaluation pursuant to section
1115A(b)(4) of the Act. Each Participant will be required to cooperate with the independent evaluator
to track and provide any and all relevant data, as may be needed for the Model evaluation, and must
require their Non-Participant Partners to do the same. Evaluation activities may include, but are not
limited to, supplying data to measure quality, patient characteristics, utilization, etc.; participating in
surveys, interviews, and site visits; and participating in other activities deemed necessary to conduct a
comprehensive formative and summative evaluation. CMS will seek to align measures in these areas
and those related to other programs and initiatives to reduce Participant burden.

A Learning System is a structured approach to sharing, integrating, and actively applying quality
improvement concepts, tactics, and lessons learned, all aimed at improving the likelihood of success of
the model. CMMI will design, implement, and manage an ET3 learning system, and tailor it to the needs
of model Participants and their Non-Participant Partners. The learning system functions by: 1)
identifying and packaging new knowledge and practice; 2) leveraging data and Participant input to guide
change/improvement; and 3) building learning communities and networks to share and spread new
knowledge and practice.
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A.

Learning System Activities for Participants

Model Participants will be required, under the terms of the ET3 Model Participation Agreement, to
actively participate in and shape this learning system and related activities as a condition of participation
in ET3. The learning system will facilitate peer learning and information-sharing around how best to
achieve quick and effective performance improvement. The learning system will allow Participants to
share experiences, glean promising practices from their peers, and further develop and improve their
own programs throughout the term of their ET3 Model Participation Agreement. The Innovation Center
will undertake various approaches to group learning and exchange, helping Participants to effectively
share their experiences, track their progress, and rapidly adopt new ways of achieving improvements in
care quality, as well as reductions in Medicare FFS expenditures. The learning system will encourage
Non-Participant Partners (e.g. alternative destination sites), as well as state Medicaid agencies to join
this robust learning network to ensure rapid diffusion of promising practices across all partners.
Potential learning system activities for this initiative include learning sessions; topic-specific webinars;
group-specific virtual collaborations and affinity groups; interactive discussions; vignettes; case studies;
virtual or in-person site visits by CMS and CMS contractors to Participants, and Non-Participant Partners
by request or at CMS’ discretion; interviews to assist with identifying, acknowledging and studying high
performers, variation in performance as well as lessons learned from performance-improvement efforts;
and other opportunities for Participants to share their best practices, challenges, and lessons learned.
For state Medicaid agencies that are interested in working with ET3 Model Participants to pilot multipayer alignment in states or sub-state regions, the learning system may offer activities, such as:
technical assistance for state plan amendment creation and other relevant needs; training to promote
spread and scale; and activities that address barriers to payment development and implementation.
Further, peer-to-peer learning among states is a key activity because state-to-state knowledge transfer
about medical triage line implementation in unique state environments is crucial to successful multipayer alignment and model adoption by other states.
The Participant shall:
1. Participate in learnings throughout the course of the ET3 Model, including the period after
Participant selection but prior to performance start date. One of these activities includes
driver diagram development. Within the first year of the model, Participants will develop
and submit to CMS, or its contractor(s), an individualized Participant driver diagram (after
submission to CMS, the Participant driver diagram should be maintained and updated by
the Participant throughout the life of the model as a framework to guide and align
intervention design and implementation activities and shared with CMS upon request);
2. Respond to CMS and its contractors and staff to surveys or interviews (or other mechanism)
to assist CMS in identifying Participant learning needs;
3. Participate in the identification and dissemination of promising practices which may involve
sharing lessons learned with other ET3 Model Participants (i.e. presenting on webinars, etc.);
4. Consistent participation in monthly ET3 Model learning activities during the 5-year model
period is required. Repeated failure to actively participate in learning events could result in
corrective action and/or termination from the model;
5. Develop, track and report to CMS on quality improvement efforts, activities, and program
measures, at regular intervals; and
6. Participate in at least one in-person event (TBD). The location of each in-person event will be
made at CMS’s sole discretion. In-person events may be held in the Baltimore/District of
Columbia area, or in another location. These events will be geared towards Participant
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learning, collaboration, dissemination of ET3 Model promising practices, and other Participant
needs.
For a discussion of the activities that are expected to comprise the learning system, see the Learning
System Strategy and Structure in Appendix B of this RFA. Applications should describe, in their ET3
application, how they plan to participate in the ET3 learning system, as well as how they plan to engage
and involve their additional partners in learning system activities.

VI.

CONDITIONS OF MODEL PARTICIPATION

A.

Eligible Applicants

An Applicant may be any entity eligible to participate in ET3 as an ambulance supplier or provider prior
to the final determination by CMS of the Applicant’s selection status.
Each application must identify a single entity that seeks to participate in ET3 and will accept and bear
financial responsibility to Medicare under the ET3 Model. Each Participant must continue to offer its
services as a Medicare provider or supplier as a condition of continuing participation in the ET3 Model.
Participants must obtain approval from CMS prior to finalizing partnerships with Non-Participant
Partners, and must notify CMS if the terms of an agreement with a Non-Participant Partner materially
change during the course of the Model Performance Period, including termination of services.
CMS’s general policies for addressing overlap with other CMS initiatives are described in Section VI.C. If
an Applicant is selected, CMS will address Participant-specific issues pertaining to overlapping
participation in other CMS initiatives (e.g., related to transition timing) in CMS’s sole discretion, as
necessary.

B.

Participation in Other CMS Quality Initiatives

C.

Overlap with Other CMS Initiatives

Participants and Non-Participant Partners must continue to participate in all applicable CMS quality
reporting initiatives for the duration of the Model.
An entity may concurrently participate in ET3 and other CMS initiatives, including shared savings, total
cost of care, and medical home initiatives. However, for entities that simultaneously participate in these
initiatives, CMS reserves the right to potentially include additional requirements, revise initiative
parameters, or ultimately prohibit simultaneous participation in multiple initiatives, based on a number
of factors, including CMS’s capacity to avoid counting savings twice in interacting initiatives and to
conduct a robust evaluation of each such initiative.
With respect to the Medicare Prior Authorization of Repetitive, Scheduled Non-Emergent Ambulance
Transport model, because this initiative focuses on non-emergent ambulance transport and the ET3
Model would focus on 911-initiated, pre-hospital emergency transportation, opportunity for overlap is
low; however, ambulance suppliers and providers participating in this initiative may overlap with those
eligible to participate in the ET3 Model.

20 | P a g e

VII.

APPLICATION SUBMISSION PROCESS

A. Overview of the Application Submission Process
CMS is not currently accepting applications. Round 1 applications will be accepted via a separate
application platform only. Information about the application process, including the date that the
application portal will open and a link to the application portal when it becomes available, will be posted
on the ET3 Model Website at https://innovation.cms.gov/initiatives/et3.
As described in the Model Overview, the ET3 model anticipates up to three application rounds. Each
application round has its own respective application processes. Applicants that completed the round
one process and were not selected for participation may apply for participation in subsequent rounds,
but round one application materials will not be held for reevaluation in subsequent rounds. Therefore,
an Applicant that completed the round one process and was not selected for participation must submit
a unique Application for consideration in round two and/or round three. An Applicant selected for the
model in round one who chooses not to participate in round one must submit a unique Application for
consideration to apply for a subsequent round.
CMS reserves the right to request interviews, site visits, or additional information related to application
responses from Applicants in order to assess their applications.
Any questions that arise during the application process may be directed to the ET3 Model mailbox:
ET3Model@cms.hhs.gov
B. Requests to Withdraw a Pending Application
Applicants seeking to withdraw an entire application or to remove one or more specific proposed nonParticipant partners from an application after it has been submitted on the application portal, but prior
to the execution of the ET3 Model Participation Agreement for Applicants selected to participate in the
Model, should submit a written request on the Applicant organization’s letterhead, signed by an official
authorized to act on behalf of the organization, via email to: ET3Model@cms.hhs.gov
The following Applicant information must be included in any such request:
• Applicant Organization’s Legal Name, as it appears in the application, as well as any “Doing
Business As” name;
• Applicant Identification Number provided by CMS at the time the application is created;
• Address and Point of Contact information for the Applicant organization; and
• Exact Description of the Nature of the Withdrawal/Removal, e.g., withdrawal of the entire
application or removal of an individual Non-Participant Partner

C. Applicant Vetting

Participants will apply and be accepted into the ET3 Model based on the content of their application and
ability to pass program integrity and law enforcement vetting. All applications will be assessed to first
determine eligibility to participate in this model.
CMS may deny an application on the basis of information found during a program integrity screen
regarding the Applicant, any proposed Non-Participant Partner, or any other relevant individuals or
entities. Applicants must disclose all present or past history of any sanctions or other actions of an
accrediting organization or a federal, state, or local governmental agency; investigations including being
subject to the filing of a complaint, filing of a criminal charge, being subject to an indictment, or being
named as a defendant in a False Claims Act qui tam matter in which the government has intervened, or
similar action; probations; corrective action plans; or any other administrative enforcement actions;
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each related to the Applicant, its affiliates or any other relevant persons and entities. Applicants must
also disclose all debts currently due and owing to CMS by the Applicant, its affiliates, or any other
relevant persons or entities. If selected, each Participant will continue to be subject to periodic
screening throughout the Model Performance Period, at CMS’s discretion.
The Participant will also be required to identify to CMS all proposed Non-Participant Partners throughout
the Model Performance Period to allow CMS to vet each such provider or supplier before approving the
Non-Participant Partner to furnish services through the model. Proposed alternative destination sites that
are not enrolled in Medicare will be required to provide more information than Medicare-enrolled
counterparts as part of the vetting process.
In addition to the vetting process outlined above, the ET3 Model will employ an implementation
contractor to confirm any financial arrangements disclosed by each Participants and to identify the
existence of any financial arrangements not disclosed (e.g., a single entity with ownership over both a
participating ambulance service supplier and an alternative destination site with which the Participant
partners.)

D. Exception Process

CMS will consider exception requests to the application criteria outlined in this RFA specific to
participation in the ET3 Model and will reserve the right, in CMS’s sole judgment, to admit an Applicant
that does not strictly meet such criteria under limited circumstances. In addition, CMS may consider
applications submitted by entities that do not meet the application criteria at the time of application,
but that are anticipated to qualify by the application deadline for the applicable enrollment date.
Applicants seeking an exception should do so in writing by submitting an exception request to:
ET3Model@cms.hhs.gov , describing the specific application criteria for which an exception is sought
and why the exception is needed under the Applicant’s specific circumstances. Applicants are strongly
encouraged to make such requests well in advance of the applicable application deadline.
In circumstances where an Applicant seeks an exception from the quality-related criteria outlined in the
RFA, CMS will apply a high degree of scrutiny to the request, and is unlikely to approve such an
exception without undertaking additional monitoring or imposing additional conditions through the ET3
Model Participation Agreement. CMS will not grant an exception to an Applicant that failed to pass the
Applicant screening process described above, or that fails to demonstrate how their requested
exception, if granted, will not undermine the integrity of the model test or the Medicare program
generally.

E. Termination of ET3 Model Participation Agreements

CMS reserves the right to terminate an ET3 Model Participation Agreement with a Participant, or require
a Participant to terminate its agreement with an alternative destination site or qualified health care
practitioner, if required under section 1115A of the Act or for the reasons stated below, including, but
not limited to:
•
•

If the Participant consistently does not meet quality performance thresholds or benchmarks
required under the ET3 Model Participation Agreement.
If the Participant fails to meet reporting requirements specified in the Participation Agreement,
including failure to report data on monitoring and quality measures
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•

•
•
•
•

•
•
•
•

If the Participant is subject to action by the Department of Health and Human Services (HHS) or
the Department of Justice involving violations of applicable laws, statutes, and regulations,
including but not limited to: federal criminal laws, the federal False Claims Act, antitrust laws,
the federal anti-kickback statute, the federal civil monetary penalties law, the federal physician
self-referral law or any other applicable Medicare laws, rules or regulations that are relevant to
this Model.
If the Participant consistently fails to participate in required ET3 Model learning system
activities.
If the Participant fails to execute agreements with sufficient alternative destination sites or
qualified health care practitioners to implement the model as proposed in its responses to this
RFA.
If the Participant does not make at least one non-ED alternative available to beneficiaries 24
hours a day, 7 days a week.
If the Participant, or any of the alternative destination sites or qualified health care practitioners
that it has engaged, are identified as noncompliant through monitoring of the Model or
otherwise, which includes but is not limited to restricting access to medically necessary care.
If the Participant fails to pay back money owed to the Medicare program as specified in the ET3
Model Participation Agreement or any Audit issued pursuant thereto.
If the Participant unreasonably interferes with or impedes CMS’s and its designees’ monitoring
and evaluation activities.
If the Participant is unable to implement the model due to state or local laws or scope of
practice barriers.
If the Participant is determined to not comply with any of the Federal requirements for
participation as a Medicare provider or supplier, including the Conditions of Participation,
Conditions for Coverage, or Requirements of Participation.

The ET3 Model Participation Agreement may detail additional reasons for termination.
CMS also reserves the right to end the initiative in whole or in part, at any time prior to the end of the
Performance Period of the Model, if CMS determines, in CMS’s sole discretion, that there are no longer
sufficient funds to implement the model or that continuing the Model is no longer in the public interest.
CMS also reserves the right to modify or terminate the Model if it no longer satisfies the requirements
of section 1115A of the Act. In the event of any such conclusion, modification, or termination, CMS will
promptly notify the Participants, in writing, of the reasons and the effective date thereof.

VIII.

SELECTION CRITERIA

Please see Section VII of this RFA for further information regarding the application submission process.

A. Ineligibility Criteria

CMS will consider the following criteria as potential reasons for Applicant disqualification for selection.
This list is non-exhaustive and is intended only as a guide for Applicants. An Applicant whose responses
to this RFA include these features, notwithstanding its response to other application requirements, may
not be eligible to participate in the ET3 Model.
a. Incomplete application. A non-exhaustive list of circumstances that constitute an incomplete
application includes:
• Failure to provide complete information in response to Appendix E, “ET3 Organizational
Information”
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Failure to specify a proposed ET3 Model region that meets requirements set out in Section
II.B.1, Key Model Features, Model Region and Table 4, Application Review Criteria;
• Failure to meet application requirements, including failure to fully respond to requests for
data or failure to present sufficient detail in response to application criteria;
• Omission of an Intervention Plan related to Alternative Destination transportation
• Omission of a Compliance Plan
• Omission of an Interoperability Plan
• Omission of a Payer Strategy that identifies a plan to align ET3 innovations across multiple
payers; or, explains how the Applicant will operationalize its proposed intervention design
for Medicare FFS beneficiaries only.
Failure to demonstrate Medicare enrollment in good standing.
24/7 Capability: Failure to provide a plan to ensure the availability of one or more non-ED
alternative destination options 24 hours per day, 7 days per week.
Duplication of another model, demonstration, or program, including an Innovation Center
model, which may result in duplicate payments for similar services or other waste of federal
funds. A program overlap may include an overlap in service area, participating organizations or
providers, or beneficiaries.
Insufficient supporting detail provided in the application. CMS will not review applications that
merely restate the text within the RFA. Applicants should detail their approach to achieving
model goals and milestones. Reviewers will note evidence of how effectively the Applicant
includes these elements in their application.
Inability or unwillingness to obtain and submit to the Innovation Center written confirmation
of the consent of each alternative destination site and Medicare-enrolled qualified health care
practitioner to participate in the model as a Non-Participant Partner.
Inability or unwillingness to attest to clinical protocol quality improvement activities.
Participants will be required to attest that clinical protocols and other protocol guidelines
relevant to the ET3 Model adhere to state and local requirements and clinical best practices,
and are subject to internal quality improvement processes to be detailed in the Model
Participant Agreement.
Inability or unwillingness to collect and share monitoring, quality, and evaluation data with
CMS or its contractors.
Inability or unwillingness to ensure the participation of all model partners in qualitative
evaluation activities and providing patient-level data. These activities may include, but are not
limited to, arranging site visits, observations, interviews and focus groups with providers and
patients as well as program staff, gathering any required consent, and other activities as
needed.
Inability or unwillingness to participate in the model Learning System and engage NonParticipant Partners in the Learning System.
Program integrity concerns. CMS may deny selection to an otherwise qualified Applicant on the
basis of information found during a program integrity review regarding an Applicant, NonParticipant Partner, or any other relevant individuals or entities.
Late submission of an application (refer to Section VII).
•

b.
c.
d.

e.

f.
g.

h.
i.

j.
k.
l.

B. Application Review Criteria

CMS will assess all applications for eligibility and conduct screening activities to ensure successful
Applicants are eligible to receive Medicare payments. Each complete application will be reviewed by
individuals at CMS with expertise in the areas of Medicare payment policy, emergency medical services,
ambulance services, care improvement, and care coordination based on the Application Review Criteria
listed in Table 4, below.
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Applications will also be shared with contractors bidding for CMS’s ET3 Model evaluation and/or
implementation and monitoring contracts, and with the selected evaluation and/or implementation and
monitoring contractors. Such contractors will be required to sign a non-disclosure agreement
prohibiting re-disclosure of any information provided by Applicants under this RFA.
CMS will establish guidelines for reviewers and will prioritize applications based on the following
components:
A.
B.
C.
D.
E.
F.
G.
H.
I.

Applicant Organizational Information
Proposed Model Region
Applicant Governance Structure and Capacity to Implement the ET3 Model
Intervention Design: Alternative Destination Intervention
Intervention Design: Treatment in Place Intervention (Optional)
Interoperability Plan
Compliance Analysis and Plan
Payer Strategy, and
Patient-Centered Design

Each Applicant that proposes to implement the optional Treatment in Place intervention has the
opportunity to earn additional points towards its overall application score.
Note to Applicants:

•
•
•
i.

CMS will consider the potential to maximize the total number of beneficiaries served when
making final selection decisions.
The application itself is not a legally binding agreement and does not require any Applicant or
CMS to enter into a binding agreement.
CMS will select Participants at CMS’s sole discretion. Such selection will not be subject to
administrative or judicial review, per section 1115A(d)(2) of the Act.

Table 4. Application Review Component Value
Component

Applicant Organizational Information

Value
0

Proposed Model Region

10

Applicant Governance Structure and Capacity to Implement the ET3 Model

10

Intervention Design: Alternative Destination Intervention

35

Intervention Design: Treatment in Place Intervention (Optional)

Up to 10 bonus points

Interoperability Plan

10

Compliance Analysis and Plan

15

Payer Strategy

20

Patient-Centered Design

10
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ii.

Application Review: Component Criteria

Applicant Organizational Information
1. Completed responses to information required in Appendix E, “ET3 Organizational
Information.”
Proposed Model Region
1. State: In order to be eligible to participate in the ET3 Model, an Applicant must propose a
model region located in a state or states where at least 15,000 Medicare FFS emergency
ambulance transports occurred in the 2017 calendar year. If an Applicant proposes a region
that includes more than one state, each state must be one in which at least 15,000
Medicare FFS emergency ambulance transports took place during the 2017 calendar year.
Applicants should refer to Appendix D, Medicare FFS Emergency Transport Volume by State
and County or Equivalent Entity, to determine whether its proposed region is located in a
state or states that meet this 15,000 transport volume threshold. An Applicant that
proposes to implement the model in an ineligible state, notwithstanding its response to
other application requirements, will not be eligible to participate in the ET3 Model.
2. Proposed Region: Each Applicant must identify the county or counties (or equivalent entity
or entities) in which it proposes to implement the ET3 Model. The Applicant must
demonstrate that it currently provides, and expects to continue to provide for the duration
of the model performance period, Medicare-covered emergency ambulance services to
Medicare FFS beneficiaries within all counties or county-equivalents in the proposed model
region.
3. Transport Volume in the Proposed Region: Preference will be given to Applicants who
propose a model region that includes at least one county or equivalent entity in which 7,500
Medicare FFS emergency ambulance transports occurred in the 2017 calendar year.
Transport totals across multiple counties or equivalent entities cannot be combined to meet
the 7,500 transport threshold. Applicants should refer to Appendix D, Medicare FFS
Emergency Transport Volume by State and County or Equivalent Entity, to determine
whether its proposed region includes a county or equivalent entity that meets this
threshold.
Applicant Governance Structure and Capacity to Implement the ET3 Model
1. An explanation for how the Applicant’s governing body or other organizational mechanisms
would make and execute decisions related to the ET3 Model; develop, implement, and
monitor clinical protocols relevant to ET3 Model innovations; and develop and oversee
compliance with federal fraud and abuse requirements.
2. A description of the Applicant’s current unscheduled, emergency ambulance services
capacity, including the number of 911-dispatch generated ambulance transports conducted
annually; the proportion of total transports per year that are in response to 911 dispatch
(versus scheduled or unscheduled non-emergency transports); and, to the extent data are
available, the number and percentage of emergency transports of Medicare FFS
beneficiaries.
3. If applicable, demonstrate good conduct in prior CMS programs and/or demonstrations.
Intervention Design: Alternative Destination Intervention
1. Each Applicant must provide a full description of the Applicant’s plan to implement the
model’s alternative destination transport innovation, including:
i. A description of the specific group or groups of Medicare FFS beneficiaries (identified
by pertinent criteria, such as age range, presenting symptom or sign, key pertinent
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positives or negatives in past medical history or review of systems, or other criteria)
the Applicant currently transports to hospital emergency departments (EDs) and that
the Applicant believes would be appropriate for transport to alternative destinations.
ii. An estimate of the number of ED transports per year that the Applicant believes could
be redirected to alternative destinations through the model.
iii. A strategy for ensuring patient safety and quality of care for beneficiaries who are
transported to alternative destinations through the ET3 Model.
iv. A description of the process and timeline for obtaining approval for any new clinical
protocols that would be required to implement the alternative destination
intervention within the context of the Applicant’s local and/or state EMS authorities;
v. A strategy for identifying and retaining alternative destination site partners that will
furnish services to Medicare FFS beneficiaries who arrive by ambulance. An
alternative destination site must have sufficient Medicare-enrolled physicians or other
practitioners to meet the needs of Medicare FFS beneficiaries who require services
through the model. Applicants should not propose alternative destination sites that
are covered under Medicare’s existing ambulance services benefit or sites that would
provide scheduled, non-emergency services to beneficiaries receiving alternative
destination transport services through the model. The strategy must include a
description of the types of alternative destination sites with which the Applicant will
seek to partner; an explanation for how such partners will promote ET3 Model goals
of improving quality of care and reducing costs for Medicare FFS beneficiaries within
the context of medically necessary, unscheduled emergency ambulance services only;
a timeline for identifying and finalizing partnerships; and a description of the legal and
financial relationship between the Applicant and each proposed alternative
destination site.
vi. To the extent that the Applicant has identified specific alternative destination sites at
the time it submits its response to this RFA, the Applicant should include a letter of
intent that identifies the following information for each proposed alternative
destination site: a.) legal business name of proposed altnernative destination site; b.)
other name(s), such as DBA(s); c.) correspondence address; d.) National Provider
Identifier (NPI) number; d.) Medicare Provider Identification Number(s), if issued; and,
e.) a description of the proposed alternative destination site’s capacity to treat
Medicare FFS beneficiaries who are transported to the alternative destination site
through the ET3 model. If the Applicant has identified one or more alternative
destination site(s) that is not a Medicare-enrolled provider or supplier, it must provide
the additional information set out in Appendix E.II, Proposed Alternative Destination
Sites – Non-Medicare Enrolled Entities in the letter of intent. Each letter of intent
should be signed by an individual with the authority to bind the alternative
destination site entity. The Applicant should also explain in its response to this RFA
how each proposed partner will promote ET3 Model goals of improving quality of care
and reducing costs for Medicare FFS beneficiaries within the context of unscheduled,
emergency ambulance services only.
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vii. A plan to ensure sufficient alternative destination site capacity to serve the
population(s) identified in D.1 taking into account the potential that more than one
model Participant may be selected within a single region. The plan should identify a
process for ensuring real-time capacity to serve a beneficiary prior to transporting that
beneficiary to an alternative destination site.
viii. A plan for notifying and educating each Medicare-enrolled alternative destination site
with which an Applicant seeks to partner about the ET3 Model such that they are able
to make an informed decision about whether to participate in the model as a NonParticipant Partner. If an Applicant is selected to participate in the model, each
Participant must obtain and submit to the Innovation Center written confirmation of
the consent of each alternative destination site to participate in the model as a NonParticipant Partner
ix. A plan for ensuring the availability of one or more non-ED ET3 options 24 hours per
day, 7 days per week, which may include one or more alternative destination sites or
treatment in place options approved in advance by CMS, but not necessarily both.
Intervention Design: Treatment in Place Intervention (Optional)
1. Applicants are not required to propose to implement treatment in place. Applicants that plan
to implement treatment in place are eligible for up to 10 additional points based on their
responses to this criterion. If the Applicant proposes to implement treatment in place
through telehealth or in-person services, the Applicant must provide a full description of the
Applicant’s plan to implement the model’s treatment in place innovation, including:
i. A clear statement of intent to implement treatment in place through a) telehealth;
and/or b) in-person services during the model performance period, including the
proposed timeline for implementing treatment in place.
ii. A description of the specific group or groups of Medicare FFS beneficiaries (identified
by pertinent criteria, such as age range, presenting symptom or sign, key pertinent
positives or negatives in past medical history or review of systems, or other criteria)
the Applicant a)currently transports to hospital EDs and that the Applicant believes
would be appropriate for treatment in place via telehealth and/or in-person services;
or, b) does not currently transport but that the Applicant believes would be
appropriate for treatment in place as proposed in its response to this RFA, and an
explanation for how this approach is aligned with ET3 Model goals of averting
unnecessary emergency department transports and reducing Medicare FFS costs.
iii. An estimate of the number of ED transports per year that the Applicant believes
could be avoided through its implementation of the treatment in place intervention.
iv. A strategy for ensuring patient safety and quality of care for beneficiaries who are
treated in place through the ET3 Model.
v. A description of the process and timeline for obtaining approval for any new clinical
protocols that would be required to implement the Treatment in Place intervention
within the context of the Applicant’s local and/or state EMS authorities;
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vi. A strategy for identifying and retaining qualified health care practitioners that will
furnish services to Medicare FFS beneficiaries who elect treatment in place through
the model; a timeline for identifying and finalizing partnerships; a description of the
proposed legal and financial relationship between the Applicant and each qualified
health care practitioner or entity.
vii. To the extent that the Applicant has identified one or more specific qualified health
care practitioners at the time it submits its response to this RFA, the Applicant
should include a letter of intent that identifies the following information for each
proposed qualified health care practitioner: a.) Name (First, Last, Middle Initial and
Titles, e.g., Sr., Jr., etc.); b.) Correspondence Address; c.) National Provider Identifier
(NPI) number; d.) Medicare Identification Number(s), if issued; and e.) a description
of the proposed practitioner’s capacity to treat Medicare FFS beneficiaries via
telehealth or in-person treatment in place. Each letter of intent should be signed by
the proposed qualified health care practitioner. The Applicant should also explain in
its response to this RFA how each proposed partner will promote ET3 Model goals of
improving quality of care and reducing costs for Medicare FFS beneficiaries within
the context of unscheduled, emergency ambulance services only.
viii. A plan to ensure sufficient capacity through the proposed treatment in place
intervention design to serve the population(s) identified in E.2, taking into account
the potential that more than one model Participant may be selected within a single
region.
ix. A plan for notifying and educating each Medicare-enrolled qualified health care
practitioner with which an Applicant seeks to partner about the ET3 Model such that
they are able to make an informed decision about whether to participate in the
model as a Non-Participant Partner. Each Participant must obtain and submit to the
Innovation Center written confirmation of the consent of each Medicare-enrolled
qualified health care practitioner to participate in the model as a Non-Participant
Partner.
x. If an Applicant proposes to implement treatment in place using telehealth, a
description of the interactive telecommunications system the Applicant will use to
facilitate Medicare-covered telehealth services rendered by qualified health care
practitioners.
xi. A plan for ensuring the availability of one or more non-ED ET3 options 24 hours per
day, 7 days per week, which may include one or more alternative destination sites or
treatment in place options, but not necessarily both. ld be avoided through its
implementation of the treatment in place intervention.
Interoperability Plan
1. An interoperability plan that demonstrates the Applicant’s ability to share patient data,
including protected health information if applicable, among key stakeholders such as those
listed below:
i. Non-Exhaustive List of Data-Sharing Partners:
a. Applicant (ambulance supplier or provider);
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b. Alternative destination sites;
c. Beneficiaries’ self-identified routine health care provider (e.g., primary care
physician);
d. Medicare-enrolled qualified health care practitioners partnering with the
Applicant to furnish services through the ET3 Model;
e. Other payers, including Medicaid payers; and,
f. Any other entities, systems, or individuals that the Applicant believes will
have access to data related to model activities, including but not limited to
beneficiary-specific data
ii. In order to fulfill this requirement, Applicants should demonstrate current
participation in a health information exchange (HIE) or set out a plan to participate
in an HIE during the model performance period; or, should demonstrate their ability
to use HIE standards such as Application Programing Interfaces (APIs), JavaScript
Object Notation (JSON), FHIR, or Extensible Markup Language (XML) (see Appendix
A, Glossary) or set out a plan to achieve this capability during the model
performance period.
iii. The plan should also demonstrate an understanding of state and federal privacy
laws and ensure compliance with these standards, including HIPAA privacy
regulations and 42 C.F.R. Part 2. The plan should clearly identify when and how
patient consent and authorization will be obtained, including written patient
consent where required.
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Compliance Analysis and Plan
1. Analysis of Current Compliance Risks
i. An analysis of current compliance risks and readiness to implement the ET3 Model
in compliance with Medicare program and payment rules and federal fraud and
abuse laws. The risk analysis must be based on the HHS Office of the Inspector
General’s Compliance Program Guidance for Ambulance Suppliers and must include
an evaluation of current processes for developing and updating policies and
procedures governing daily operations and training/education; an assessment of the
Applicant’s claims submission process; a description of the Applicant’s systems
review processes; and a description of the Applicant’s screening process for new
employees or new contractors.
2. ET3 Compliance Plan
i. A plan to ensure compliance with federal fraud and abuse standards within the
context of ET3 Model implementation. Proposed compliance plans must address
each of the basic elements of a compliance program for ambulance suppliers
identified in the HHS Office of the Inspector General’s Compliance Program
Guidance for Ambulance Suppliers: 1. Development of Compliance Policies and
Procedures, 2. Designation of a Compliance Officer, 3. Education and Training
Programs, 4. Internal Monitoring and Reviews, 5. Responding Appropriately to
Detected Misconduct, and 6. Enforcing Disciplinary Standards Through WellPublicized Guidelines.
ii. A plan for avoiding inappropriate utilization of ET3 Model services, including
overutilization and under-triaging of patients who are transported to alternative
destinations and, if applicable, receive services via treatment in place.
iii. A plan for successfully implementing the proposed intervention design within the
context of relevant emergency medical services laws, regulations, and policies
(including policies of individual Applicants, alternative destination sites, or qualified
health care practitioners) in the region in which the Applicant proposes to
implement the model. The Applicant should, at a minimum, address how it will
implement its proposed intervention design in compliance with the Emergency
Medical Treatment & Labor Act (EMTALA), including with respect to proposed
alternative destination sites ; and laws and scope of practice rules governing the
provision of emergency medical services by ambulance suppliers in the region in
which the Applicant proposes to implement the model.

Payer Strategy
1. If the Applicant proposes to align ET3 Model implementation with ambulance innovations
available through additional payers, the Applicant must provide:
i.
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A description of its multi-payer alignment strategy, including proposed payers, a
timeline for implementing payment of EMS innovations aligned with the ET3
Model in each proposed payer, and a plan for identifying patient eligibility to
receive services through the model. To the extent that the Applicant has identified
specific payers with which it proposes to partner, the Applicant should provide
copies of letters of intent signed by an individual with the authority to bind the
proposed payer that identify the legal names, alternate names, if applicable (e.g.,
“Doing Business As” name); and correspondence addresses of each potential

payer and a description of each proposed payer’s capacity to align with the ET3
Model; and,
ii.

An overview of how interventions in partnership with non-Medicare Fee for
Service payers would differ from ET3 interventions.

2. If an Applicant proposes to implement the model in Medicare FFS only, the Applicant should
explain how it will operationalize its proposed intervention design in that context, including
how the Applicant will identify Medicare FFS beneficiaries by coverage status.
Patient-Centered Design
1. Describe how the Applicant’s current patient-centered design policies are aligned with, or
will become aligned with, the proposed ET3 intervention design. Policies should:
2. Demonstrate the Applicant’s ability to engage beneficiaries and their families and/or
caregivers in shared decision-making, taking into account patient preferences and choices,
including, , as applicable, the provision of the Advanced Beneficiary Notice of NonCoverage” (ABN, Form CMS-R-131) to the beneficiary or the beneficiary’s designated
representative. Additionally, the plan should address the needs of beneficiaries and their
families and/or caregivers with limited English proficiency, low or limited health literacy, and
communication disorders or other communication challenges, within the context of shared
decision-making during a 911-initiated emergency ambulance response; and
3. Propose mechanisms that the Applicant will use to inform and educate patients about
model interventions at the scene of a 911-initiated emergency ambulance response.
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APPENDIX A: GLOSSARY
Term
Alternative destination site

Applicant

Definition
In the ET3 Model, an entity that serves as a destination to which
model Participants may transport a beneficiary who meets
medical necessity requirements. An alternative destination site
must have sufficient Medicare-enrolled physicians or other
practitioners to meet the needs of Medicare FFS beneficiaries
who require services through the model. Alternative destination
sites are alternatives to a hospital emergency department (ED) or
other destination traditionally covered by Medicare. Examples of
allowable alternative destinations under the model may include
federally-qualified health centers, physician offices, behavioral
health centers, or urgent care centers.
An ambulance supplier or hospital-based ambulance provider
that is in the process of applying to the ET3 Model or has
submitted an application but which has not yet received a final
selection determination from CMS.

Application Programming
Interface (API)

Technology that allows one software program to access the
services provided by another software program.

Ambulance supplier and
provider

In the ET3 Model, an ambulance service supplier or hospitalowned ambulance provider that operates subject to communitywide EMS protocols. Only Medicare-enrolled ambulance service
suppliers and providers are eligible to apply to become model
Participants.

County or Equivalent Entity

A county is the primary legal subdivision of most states. The ET3
Model treats the following entities as equivalents of counties:
•
•
•
•
•

Distant site (telehealth)
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The District of Columbia
Parishes in Louisiana
Boroughs, city and boroughs, municipalities, and census areas
in Alaska
Municipios in Puerto Rico
A city in Maryland, Missouri, Nevada and Virginia that is
independent of any county and considered a primary legal
subdivision of that state

The site at which the physician or practitioner is located when
furnishing a Medicare telehealth service. See 42 C.F.R.
§410.78(a)(2).

Term
EMS professional

Definition
An individual member of the vehicle staff of an ambulance service
supplier or provider, such as an emergency medical technician or
paramedic, who meets the requirements of state and local laws
where the ambulance services are being furnished.

FHIR (Fast Health
Interoperability
Resources Specification)

HL7 Fast Health Interoperability Resources Specification (FHIR®) is
a standard for health care data exchange. More information
about FHIR is available on HL7’s website, and information on
resource bundling is available here.
An open-standard file format uses human-readable text to
transmit data objects consisting of attribute-value pairs and array
data types (or any other serializable value).

JSON (JavaScript Object
Notation)
Learning System

A health care system designed to generate and apply the best
evidence for the collaborative health care choices of each patient
together with his or her health care provider; to drive the process
of discovery as a natural outgrowth of patient care; and to ensure
innovation, quality, safety, and value in health care.

Originating site (telehealth)

The location of an eligible Medicare beneficiary at the time a
Medicare telehealth service is furnished. See 42 C.F.R.
§410.78(a)(4).

Participant

An ambulance service supplier or hospital-based ambulance
provider that is selected to participate in the ET3 Model based on
its responses to the model Request for Applications and signs a
Model Participation Agreement. Model Participants are eligible
for Medicare payments for model innovations, including
transport to alternative destinations and treatment in place.
The performance period of the model is expected to begin on
January 1, 2020 and end on December 31, 2024.

Performance Period of the
Model

Medicare Fee-for- Service
(FFS)

Medicare Part A and Part B. The term Medicare FFS does not
include Medicare Part C (Medicare Advantage) or Medicare Part
D (Prescription Drug Benefit).

Model Region

The county or counties in which a Participant implements the ET3
Model. Participants must provide Medicare-covered emergency
ambulance services to Medicare FFS beneficiaries within all
counties of the model region during the Model performance
period.
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Term
Multi-payer alignment

NEMSIS

Non-Business Hours
Non-Participant Partner

Qualified health care
practitioner

Telehealth Service
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Definition
Implementation of ET3 Model interventions across multiple
payers in addition to Medicare Fee for Service (FFS). Additional
payers could include Medicaid FFS or managed care plans,
Medicare Advantage plans, commercial insurance plans, or other
payers. Model Participants will be selected in part based on their
capacity to engage multiple payers.
The National Emergency Medical Services Information System
(NEMSIS) is a national database that is used to store EMS data
from the U.S. States and Territories. NEMSIS is a universal
standard for how patient care information resulting from an
emergency 9-1-1 call for assistance is collected. NEMSIS is a
collaborative system to improve patient care through the
standardization, aggregation, and utilization of point of care EMS
data at a local, state and national level. More information about
NEMSIS is available on its website.
In the ET3 Model, the hours between 8:00pm and 8:00am.
A CMS-approved qualified health care practitioner (see Glossary
entry below) or an alternative destination site (see Glossary entry
above) that partners with the Participant to furnish services to a
Medicare beneficiary through the ET3 Model, and has entered
into a voluntary agreement with a Participant that satisfies all of
the applicable requirements of the ET3 Model Participation
Agreement.
A Medicare-enrolled health care practitioner who meets state,
local, and professional requirements to render particular health
care services to beneficiaries; or, a Medicare-enrolled group
practice that includes such practitioners. The qualified health care
practitioner must enter into a voluntary agreement with a
Participant to render such services through the ET3 Model. In a
circumstance in which the Participant proposes to partner with a
group practice for the treatment in place intervention, the
agreement with the group practice must be with the TIN-Level
Entity. Only qualified health care practitioners may provide
treatment in place in the ET3 Model.
In the ET3 Model, a covered health care service included on the
telehealth list furnished by an approved qualified health care
practitioner using an interactive telecommunications system that
meets Medicare requirements, including, at minimum, audio and
video equipment permitting two-way, real-time interactive
communication between the patient and distant site physician or
practitioner. Telephones, facsimile machines, and electronic mail
systems do not meet the definition of an interactive
telecommunications system.

Term
Treatment in place

XML (Extensible Markup
Language)
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Definition
In the ET3 Model, a non-transport intervention, facilitated by
model Participants, which may include: (1) telehealth services
rendered by a qualified health care practitioner located at a
distant site or(2) in-person services rendered by a qualified health
care practitioner at the scene of the 911 emergency response
A markup language that defines a set of rules for encoding
documents in a format that is both human-readable and
machine-readable.

APPENDIX B: LEARNING SYSTEM STRATEGY AND STRUCTURE
The Innovation Center will design, implement, and manage a learning and diffusion system tailored to the
needs of ET3 Model Participants. Adult learning theory and the science of improvement will undergird the
learning strategy. In general, the system aims to improve and accelerate Participants’ success in the model
through an information-sharing and training platform guided by Participants’ needs. This system will:
•
•
•
•

Help ambulance suppliers and providers and other partners (e.g. qualified health care
practitioners, alternative destinations, 911 dispatch systems, states and local governments)
identify and propagate best practices rooted in actual needs;
Relay and incorporate feedback from model Participants to improve their progress in the model;
Facilitate active collaboration to build learning communities and networks among Participants;
and,
Impart targeted activities, technical assistance, and training to model Participants and state
Medicaid programs that are partnering with Participants to promote scale and spread, as well as
encourage multi-payer alignment with the model.

Medicare-enrolled ambulance suppliers and providers primarily limit their engagement across the health
care system to hospitals and the transportation services they provide. Through the ET3 Model, the roles
of Participants will evolve with respect to both health care providers and care settings, as well as to
beneficiaries. This expectation for innovation and development of new procedures, relationships, and
experiences provides a critical opportunity for learning that the ET3 Model will utilize strategically for
model success.

Learning and Diffusion Benefits
This forum lays the foundation for strong and durable partnerships by placing relationships at the
forefront and helping to manage the complexity of model development and implementation. The learning
and diffusion system will strengthen the model’s ability to empower ambulance suppliers and providers
and their partners (e.g. qualified health care practitioners, alternative destinations, 911 dispatch systems,
states and local governments) in developing and implementing innovative approaches. By facilitating
communication and creating a forum to identify Participants’ needs from their point of view, the learning
system will package new knowledge and practices, capture lessons learned, best practices, and
challenges. In so doing, the learning system will bolster the model’s ability to innovate and improve care
practices. And as Participants implement the ET3 Model, the learning system can serve as a forum for
Participants to assist each other with their organizational changes, factors involved in successful
implementation of a medical triage line, and improve overall success of the model. Further, state Medicaid
participation in the model will allow the system to offer them enhanced support and activities in order to
promote scale and spread model impact. The learning and diffusion system will help address Participants’
challenges related to:
•
•
•
•
•

Model and implementation;
Relationship-building with new entities across the health care system;
Multi-payer alignment;
Person-family engagement concepts; and,
Data and information-sharing.
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Learning and Diffusion System Structure
Participants must take part in the learning and diffusion system as a condition of their agreement with
the Innovation Center. The model structure, with its partnerships between ambulance suppliers and
providers, qualified health care practitioners, alternative destination sites, local governments, and state
Medicaid adds complexity to the learning system, necessitating assistance for individual Participants, as
well as shared learning system events and curriculum. To optimize effectiveness of the proposed Medicare
payments, the learning system can also provide targeted activities to state Medicaid programs to address
barriers to payment development and implementation, and technical assistance for state plan
amendment creation and other relevant needs (including scope of practice and other state-level issues
that are key to successful model implementation).

Identify and Package New Knowledge and Practices
Tools such as a change package, 13 toolkit, and other supporting materials further the identification of
innovative tactics and dissemination of those tactics to improve and accelerate care delivery and
operations. Other examples include:
•
•
•
•

Interviews with state Medicaid programs to identify payment alignment development and
implementation needs and barriers
Site visits by CMS and contractors to study and document positive results as well as offer
strategies for overcoming challenges;
Case studies, which may include identifying, acknowledging, and studying high performers to
further understand their lessons learned, barriers overcome, and best practices; and,
Dissemination of the packaged knowledge and practices via newsletters, email blasts, FAQs, etc.

Information captured through this process will guide activities of the EMS learning and diffusion system,
inform model design, and allow for integration of model monitoring and evaluation activities.

Leverage Data and Awardee Input
A well-functioning learning and diffusion system works to assure that learning and improvement occur
continuously and that ambulance service suppliers or others engaged in the model (e.g. qualified health
care practitioners, alternative destination sites, 911 dispatchers, state and local governments, etc.)
actively and continuously analyze their performance against the aims of the model. The use of CMS and
other data for improvement supports Participants in analysis, interpretation, and action. It also gives the
model team insight into Participant experience to guide iteration and continuous improvement in the
content, display, and delivery of that data. Examples include: monitoring data, intervention data,
dashboards to share frequent feedback with ambulance suppliers and providers and partners, Participant
reports, collaboration site engagement reports, office hours, needs assessments, and interim surveys.

Build Learning Communities and Networks
Multiple modalities will be developed and are expected to facilitate peer-to-peer exchange of promising
practices and to motivate action. These learning communities seek to build effective networks and use
action-oriented collaboration and sharing of ideas to facilitate organizational change and improvement.
An “all teach, all learn” approach to collaborative learning will be applied to all activities to support sharing
and diffusion of promising practices among ET3 Model Participants. Relevant activities may include:
• Using results from needs assessments and interviews to develop a list of topics and priorities for the
learning system (topics may be structured as model-wide (e.g. beneficiary engagement), or very

A change package is a set of evidence-based recommended changes that are critical to the improvement of an
identified care process.

13
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•
•

specific (e.g. development of state plan amendments), will depend on Participant needs as they evolve
over the five-year model); In-person and virtual meetings;
Topic-specific webinars with faculty experts providing an in-depth curriculum related to patient and
family engagement, telehealth, partnering with alternative destination sites, etc.; and
Affinity groups based on common characteristics (e.g., suppliers located in the same state, state
Medicaid programs addressing state-level barriers to model implementation, etc.).

APPENDIX C: POTENTIAL MEASURES FOR PERFORMANCE-BASED PAYMENT
Table 5. Potential Measures for Performance-Based Payment
Measure
ED visit/IP admission within 72 hours of (1) transport to alternative
destination; (2) or provision of services through treatment in place
intervention
Total ED Utilization

Data Source
Claims
Claims

APPENDIX D: MEDICARE FFS EMERGENCY TRANSPORT VOLUME BY STATE AND COUNTY OR
EQUIVALENT ENTITY
Methodology: To create the county-level volume estimates made available to Applicants, CMS used
claims data for ambulance suppliers and providers from the Integrated Data Repository (IDR). All ALS
and BLS emergency ground ambulance claims (HCPCS A0427, A0429, A0433) within the IDR for services
rendered to Medicare FFS beneficiaries in 2017 were identified. For each claim, CMS identified the ZIP
code with that point of pickup for all claims. These ZIP codes were then matched to a single state (or
territory) and county (or county-equivalent entity) using Federal Information Processing Standard (FIPS)
codes. This county information was then summed across all claims, resulting in county-level totals.
Counties where claims totaled less than 10 were excluded from the report.
Please see the ET3 Website for a list of county-level estimates:
https://innovation.cms.gov/initiatives/et3/
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APPENDIX E: ET3 ORGANIZATIONAL INFORMATION
I.

ET3 Applicant Information (Required for All Applicants to the ET3 Model)

A. Applicant Organizational Information 14
1.
2.
3.
4.
5.

Legal Business Name of Applicant, as reported to the Internal Revenue Service
Additional Name(s) (i.e., “Doing Business As”/DBA Name), if applicable:
Correspondence Address (Street Address, City, State, and Nine-Digit ZIP Code)
Applicant’s National Provider Identifier (NPI) number:
Applicant’s Provider Transaction Access Number (PTAN), if available, for Applicants enrolled
in Part B:
6. Applicant’s CMS Certification Number (CCN), for Applicants enrolled in Part A:
7. Does the Applicant confirm that all information in the Medicare Provider Enrollment, Chain,
and Ownership System (PECOS) is accurate and up-to-date as of the submission of its
responses to this RFA?
a. If yes, Applicant should proceed to Section I.B.
b. If no, Applicant must update PECOS information before proceeding with the ET3 RFA
submission.

B. Applicant Contact Information 15
1.
2.
3.
4.
5.
6.
7.

First Name:
Last Name:
Title/Position:
Relationship to the Applicant Organization:
Correspondence Address (Street Address, City, State, Nine-Digit ZIP Code)
Telephone Number:
E-mail Address:

II. Proposed Alternative Destination Sites – Non-Medicare Enrolled Entities
•

•
•

Each Applicant that has identified one or more specific alternative destination site(s) or qualified
health care practitioner(s) at the time it submits its response to this RFA must submit a letter or
letters of intent that meet the requirements set out in Section VII, Applicant Selection Criteria.
All qualified health care practitioners in the ET3 Model must be enrolled in Medicare and approved
in advance by CMS.
All alternative destination sites must be approved in advance by CMS. If the Applicant has identified
in its response to this RFA one or more alternative destination site(s) that is not a Medicare-enrolled
provider or supplier, it must provide all of the following information about the proposed site in the
letter of intent:
1. Legal Business Name of proposed alternative destination site, as reported to the Internal
Revenue Service

Note: Information provided in response to Section I.A should be about the entity applying to become an ET3
Model Participant
15
Note: Note: Information provided in response to Section I.B should be about the individual filling out the ET3
Model application.
14
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2. Additional Name (i.e., “Doing Business As”/DBA Name), if applicable
3. Type of entity:
a. Physician Office
b. Urgent Care Center
c. Federally Qualified Health Center
d. Other Independent Clinic
e. Other (specify)
4. Taxpayer Identification Number (TIN)
5. National Provider Identifier (NPI) Number
6. Correspondence Address (Street Address, City, State, Nine-Digit ZIP Code)
7. Existing and/or past State License Number (if any) and State that Issued License
8. Identify the proposed alternative destination site’s current organizational structure
a.
Sole Proprietorship
b.
Corporation
c.
Limited Liability Company
d.
Partnership
e.
Other (Specify)
9. Does the alternative destination site have a governing board?
a.
If no, indicate here, and proceed to Question 9.
b.
If yes, for each member of the board, provide:
i. Name (First Name, Last Name, Middle Initial and Titles (Sr., Jr., etc.)):
ii. Date of Birth (MM/DD/YYYY)
iii. Enrollment State or Equivalent, if applicable
iv. NPI, if issued
v. Social Security Number
10. Does one or more individuals have managing control, a partnership interest, or a 5% or
greater direct or indirect ownership interest in the alternative destination site entity:
a.
If no, indicate here.
b.
If yes, for each individual that has managing control, a partnership interest, or
5% or greater direct or indirect ownership interest in the Applicant entity:
i. Name (First Name, Last Name, Middle Initial and Titles (Sr., Jr., etc.)):
ii. Date of Birth (MM/DD/YYYY)
iii. Enrollment State or Equivalent, if applicable
iv. NPI, if issued
v. Social Security Number
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