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ya//oad Ambulance Forvice, Fnec.

PO Box 130
244 Main Preel
‘, Jf’eam;’taga, AR 71647

August 11,1995 |

Julie Demeo
The White House *
Domestic Policy
Washington, D.C. |
|
RE: HCFA proposed regulation changes for ambulance service (ALS vs BLS)

Attached please find letters we have received regarding the proposed changes in HCFA
regulations pertaining to emergency ambulance services.

|
Here is a letter written to the President from our State Director of EMS. We do not know
if he has received this letter. Although it is lengthy, it makes several important points.
Daddy and I both separately received a letter from Thomas Ault with HCFA. They were
exactly the same. W‘mle we recognize the goal of the program is to reduce short term
expenditures, there ; must be consideration given to the long term implications. We are .
especially concemcd about the effect of these changes on rural ambulance providers.

The change proposed by HCFA would provide reimbursement based on patient need,
rather that the level of service provided. This is feasible in urban areas where ambulance
providers have sufﬁment transport volume to operate both ALS and BLS ambulances.
However, in rural Amenca, ambulance providers cannot afford to operate a “tiered”
system. It will financially force these providers to operate only basic ambulance services,
if any at all. :

We would like to propose the question to Mr. Ault of HCFA as to what type of service he
feels will be “readily available to Medicare bencficiaries™ as he states in his letter, if this
change 1s made.

Most small commuuities in America have limited hospital emergency room resources.
Patients must travel grcat distances to reach major trauma centers. Providing less than
ALS ambulance services to these patients at the onset of the emergency will result in
much greater costs to the overall health care system. Many rural communities have

2 rccognized the necd for this level of service and have adopted ordinances and local laws
mandating ALS ambulance services in their respective communities.
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The Office of the Inspector General’s study emphasized tlus point in the report made part
of HCFA’s ‘Trojcct llope™ dated October 21, 1991 (Scction 7.3.1) In tlus study, il 1s

noted there must bc 3ome considcration given to the reimbursemcnt methodology for
rural providers. Falure to recognizc this fact will have a devastating impact on rural
providers. Rural, in terms of this issue, would imply arcas of approximatcly 30,000
population have sufficient volume to permit operating a tiered system.

1t 18 our request that the current changes proposed by HCFA be arnended to protect small
rural AT.S ambulance senvices. This could be accomplished by making the current
changes applicable to services operating wn urban areas. Rural areas should be permitted
10 continue providing ALS services in accordance will all enrrent requirements (i.e.
ordinances, mandates) of ALS reimbursement.

Tt should be [urther noted payment 1o rural ambulance providers constituted only twenty
percent of the oversll ambulance expenditures made by the'Medicare program. It is
cstimated the savings from carly ALS intcrvention in rural emergency medical situations
will far cxceed the cost to the program.

Failure to intervene in the proposcd changcs before IICTA will result in services leaving
the rural areas. Rural residents will be left with littlc or no ALS cmergency carc. This
will obviously have a catastrophic impact on the health and welfare of millions of
Americans.

Your persanal assistance in this matter is critical to the future of emergency medical
care in rural America. Pleace contact me if we can be of further assistance to you and
your staff on this matrter.

Vice-President
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Lloyd D. (Doug) Darr
12201 Jacksoaville-Cito Road
North little Rock, AR 72120
(501) 8380741
Junc 28, 1995
President Bill Clinton
1600 Pennsylvania Avenue
Washington, DC
Dear President Clinton,

I am writing 10 request your belp in preventing the Health Care Financing Administration
(HCFA) from destroying our nations rurél emergency medical services (EMS) through a well
intended, but pootly ressarched, regulatory rule change. Specifically, they ars atterpting to
reduce the pation's Medicare cost by quickly pushing through & package of changes which effect
the reimbursement of pre-hospital emergency medical care by ambulance services. Overall this
is a very good, well thought out package of changes. Howsver, one cheuge will only allow for
reimbursement of transfers at the Advanced Life Support (ALS or paramedic level) rate when the
patient actually needs the advanced level of care. At first look this appears to be a logical
change, but it's effect will be 10 reduce the Emergency Medical Services available iz our nation's
rural and frontier arces back to the Basic Life Support (BLS or basic emergency medical
technician) levels of the Jate 70s and early 80s

The package of changes is already drafted and will be published in the Federal Register within
the next month My specific request for your help is for you to temporarily stop the
promulgation process of these changes and direct HCFA to conduct an in-depth study 10
determine the impact of this change on the ability of the rural and frontier ambulance services to
provide Advanced Life Support (ALS) for both emergencies and transfers afier the changes are
implemented : :

To my knowiedge the only input HCFA has had on these changes is primanly from large, urbag
ambulance services with high call volumes and numerous ambulances serving one urban region.
These services can, and probably should, only be reimbursed for what they provide based on
patient needs. The people HCFA has not heard from is the small, rural service with two or three
ambulances who do not have the luxury of multiple ALS and BLS units on duty and do not have
the large call volume required to effectivaly assign units to a request for servicc based on the
patient's need. If these services are providing ALS level carc, then ALS units are all they will
have on duty, and their cost of transferring a patient will be the ALS cost, regardless of the
patient’s noeeds. :

08/11/85 10:13 TX/RX NO.2509 P.001
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I renlize that publishing ip the Federal Register is the legal way of obtaining public gomment
Having been Governor of our rural state, I am sure you realize that the typical rural ambulance
sarvice manager will never see or is ever aware of the Federal Register. These people need to
be heard from now, and HCFA needs to go 1o them, since they do not have the ability or method
1o be able to go to HCFA.

If your staff rescarches this issve, you will be told that the American Ambulance Association
(AAA) has agreed to the transfer reimbursement change. What you need 1o keep in mund is that
the AAA primarily represents the large, urban services who will not be effected by the change.
IfHCFA were to survey the rural gtats's ambulance associations and services, I believe they will
find they oppose thig change because of it's impact on rural services. The Arkansas Ambulance %\
Asscciation is opposed to this change.

If this change goes through, then rural services will loss the benefit of ALS level reimbursement > o
on 70% of their tramsfers. With transfers (not emerpgencies) being the majority of a service's

funding source, the services will be forced to reduce costs. by only providing the less expensive >
BLS level of care on all emergencies and transfers. This will reduce the overall pre-hospital and

between hoap!ta] patient care available. The overall result will be a drasti¢ increase in morbldlty

and mortality in rural areas which presently have ALS care, with an associated increase in the
downstream costs of pa.tlent care.

Until recently the highest level of pre-hospital care, ALS (paramedic), was only available in the
urban area where the profit motive is greater due to iporeased call volume. However, in the
urban arcas transport times to major, well equipped hospitals is short, and the mmpact of
advanced procedures bafore arrival at the hospital is less.

The rurml areas is where the ALS (paramedic) leve!l is nceded most, and where it is the most
effective in preventing morbidity and martality, Frequently the rural patient’s life i in the hands
of the EMT or paramcdi¢ for over an hour bafore arrival at a rural emergency room. After
arrival at a rural hospital the critical traume or medical patient may only be stabilized befare
having w0 be transferred 10 2 roore well equipped and swmffed urban tertary care center for
weotpent. The patients carc then reverts back to the paramedi¢, who must monitor and maintain
the advanced procsdure initiated during the one t0 three hour trip to the large urban bospital.

The basic life support (BLS) and advanced life support (ALS) levels are frequenty
misunderstood by the general public and many public officiels. The BLS level of care is
performed by an emergency medical technician-basio, commouly referred to as EMTs, who have
completed at Jeast 110 hours of training in accordance with curriculum established by the US
Department of Transportation (DOT) and are certified/licensed by their swate. They perform
basic, non-invasive skills such as splinting. bleeding control and bandaging, administering
oxygen, asgisting a patiert with the patient's own medications, extnication from vehicles, etc
The EMT hss been the backbone of pre-hospital care since the late 1970s.

The ALS level is performed by an emergency medical technician-paramedic, commonly referred
to as pamamedics. After becoming EMT-Basics, these individuals continue their training by

08/11/95 10:13 TX/RX NO.2509 P_002 [ ]
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completing & minimum of 700 hours of additional training established by the DOT paramedic
curriculum. The average paramedic course in Arkansas is 900 hours long. Paramedics are
frequently the difference between life and death for a crirical patient. In addition to the EMT
-Basic's skills, paramedics perform advanced procedures such as EKG monitoring, endotracheal
intubation, chest decompeession, treating shock with IV fluids, and administration of drugs for
medical problems sach as heart amack, imsulin shock, acute high blood pressure, severe
anaphylactic (allergic) reactions, severc asthma attacks, congestive heart fajlure, ¢tc. The
paramedics procedures are so effective that a recent study showed that if 2 paramedic cannot
restore 8 heartbeat to a patient in cardisc arrest, that the statistical probability of the emergency
room saving the patiem is zero. Based on this study, some states are considering allowing
paramedics (not E‘M'I'-Basms) to pronounce petients dead when resuscitetive efforts in the field
are unsuccessful.

The long tetm fimancial impact of proper paramedic level pre-hospital case is tremendous.
Twelve lead EXGs performed in the field are reducing the time to diagnosis of heart atteck and
weatment with thrombolytic therapy. Rapid thrombolytic therapy can significantly reduce the
demage csusest by r heart attack, thereby reducing length of hospital stays, and allow the patient
to retum to productive life. The paramedic's advanced cardiac life support (ACLS) skills can
prevent cardiac arrest, Or even resiart a stopped heast  Treating patients with acute high blood
pressurc can provent them from having a stroke enroute to the hospital. Rapid freatment of
unconsoiows patients in insulin shock prevents brain damage. IV fluids for vichims of traumatic
injury can kecp them alive until they receive surgical care, Treating trauma victims with steroids
can prevent the brain from swelling enroute to the hospital, preventing permanent brain damage
or death. These are only a fow axamples of the numerous emergenciss which require a
paramedics skills.

A paramedic i3 also frequently required to maintain the standard of care when transferring
trauma, beart attack, and other acute patients from ths smalier rural hospital to an wban tertiary
care facility. If a paramedic leve] ambulance is not available, then the hospital has 10 send 8
nurse or physician, drastically increasing the overall cost of the transfer.

One of the justifications given for the new regulations is that & study of Arkansas and a few other
staies showed that the amount of ALS claims by ambulance services has increased significantly
between 1988 and now. The falsc conclusion derived from the study was that the increase was
due to fraud. In 1988, Arkansas had only 20 peramedic level ambulance services. Since then 67
services have upgraded to the paramedic level 50 that they can provide better care. In fact, since
your election 10 Prcsident, Cherokee Villsge, Walnut Ridge, Clintton, Maumelle, Cabot, Lonoke
County, Grant County, Sherwood, and Newton County have sdvanced to the paramedic level.
Columbia County, Hempstead Counry, and Yell Counmty will reach the paramedic level in the
next few months. If these new Medicare changes take effect, every one of these areas will
probably have to revert back to the basic life support (BLS) Ievel becausa they will not be able to
support the increased cost of providing paramedic (ALS) care.

I hope that you can intervene to prevent the promulgation of these Medicare reimbursement
changes before a study of their impact on rurel America is conducted.
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1 am willing % volunteer my time to help your staff or HCFA in studying this issue. 1 was the
Director of the Arkansas Department of Health's Emergency Medical Services and Trauma
Systems Division until last week, when I volantarily resigned t0 work in the private sector. I
have served op the Executive Committez of the National Association of State EMS Directors
where I represented the south central shites. 1 am currently working as a paramedic and shift
supervisor in Sherwood, Arkansas. -‘

1 appreciats your attention to this critial issue.

Sincerely,

Lloyd D. (Doug) Darr, MS, NREMT-P
Captain, USAF Retired

ce:  Govemor Jim Guy Tucker
Senator David Pryor
Senator Dale Bumpers
Representative Ray Thomton
Dr. Sandra B. Nichols, Director, Arkansas Department of Health
Dr. Marvam Leibovich, Chairman, Arkanses EMS Advisory Council
Dr. John Cone, Cheirman, Arkansas Trauma Advisory Council
Mr. David Jones, Member, Arkansas Trauma Advisory Council
Mr. Francis Carson, President, Arkansas Ambulance Association
Mr. Bob Williams, President, Arkansas EMT Association
Mr. Dan Mapz, President, National Association of State EMS Directors
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3325 3ecurity Boulevard
FRa-41 3altimore. MD 21207

AG 2 (3%

Mr. James Pafford

President

Pafford Ambulance Service, Inc.
P.0. Box 130

214 Main Street

Hermitage, Arkansas 71647

Dear Mr. Pafford:

The President and First Lady asked that I thank you for your
letter which they are sharing with us because we administer
health care programs, such as Medicare, within the Federal
government. Although the President and Mrs. Clinton would like
to personally answer all the mail they receive, their heavy
schedule makes this impossible. Please excuse the delay in my
reply.

I can surely understand your concern about changes in Medicare
payment for ambulance services. The proposed revision to
Medicare’s ambulance requlations came about because of dramatic
changes in the ambulance industry during recent years. No longer
is emergency transportation limited to a quick trip to the
hospital. En-route life-saving techniques have progressed from
the elementary, such as giving oxygen and controlling bleeding,
to the very advanced, such as intravenous admlnlstratlon of drugs
and heart defibrillation.

In order to deal effectively with these changss, we are revising
our regulations to make more explicit the conditions under which
a patient is to be transported by ambulance, for Basic Life
Support (BLS) transportation and Advanced Life Support (ALS)
transportation. The charges for ALS transport are, on average,
almost twice as high as for BLS transport. While we do not
dispute the value of ALS services when they are needed, we wish

. to provide a strong incentive to curb excessive ALS billings when
ALS services are not needed.

In this regard, we wish to assure you that reimbursement of
ambulance services will be equitable for necessary covered
services. Also, we are sensitive to your concern about the need
to assure access to quallity CAre. Accordingly, we believe that
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ambulance services will continue to be readily available to

‘Medicare beneficiaztes.- ~

We welcome any additional comments you may have after the details
of the proposed requlations are published for comment.

Sincerely yours,

./
7 Audt] 4
Thet/n’\ag\(;.\ ozﬁlt(ﬂ A {;%’7
Director

Bureau of Policy Development
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REPORT TO CONGRESS

A STUDY OF PAYMENTS FOR
AMBULANCE SERVICES UNDER MEDICARE

Donna E. Shalala
Secretary of Health and Human Services
1994
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provide total cost data. In the absence of an on-site audit, the accuracy of the

reporied cost dana is less than ideal for research purposes.

These data problems point to the need for caution, also, in making
recommendatons based on inferences drawn from the data. Despite the coding
differences, the overall quality of the 1987 Medicare claims data was adequate to

provide insights into the use and spending patterns for ambulance services.
FINDINGS

Pacerns of Ambulance Service Use and Costs

Analysis of Medicare claims data showed that of the almost S602 million in

allowed charges incurred for ambulance services in 1987, 3bdut 20- percent were

incurred by beneficiaries living in rural areas, though rural beneficiaries comprise
M

about 27 percent of Medicare enrollees. The rate of use was higher among

beneficiaries in urban areas (65 users per 1,000 beneficiaries) than among
Qe ehct: ]

beneficiaries living in rural areas (57 users per 1,000 bepeficiaries).

— ~——




110 runs per 1,000 beneficiaries) than rural residents (about 83 runs per

1,000 beneficiaries). Since the average allowed charge per run was higher for
urban residents ($134 per run) than for rural residents ($§110 per run), the rate of
program allowed charges for urban bepeficiaries (§14,818 per 1,000 beneficiaries)
was 50 percent higher than for rural residents (39,854 per 1,000 beneficiaries).
While it is clear that charges are higher for ambulance services in urban areas, it
is unclear whether the difference in the rate of use between urban and rural areas
reflects differential access or different preferences as to the mode of

transportation.
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The charges allowed by Medicare in the 4 States surveyed covered the average
costs of providi.tlé rural ambulance services, for both BLS and ALS services. [n
urban areas, the allowed charges were sufficient to cover BLS services, but were
below the average costs of ALS services though exceeding marginal costs. The

attached study by Project HOPE presents detailed data at Table 5-1.

Nevertheless, a smaller proportion of rural providers than urban providers

% accepted assignment for Medicare claims. In the analysis of cost outliers, it was _X_

clear that in some sparsely-populated commupities served by small firms, costs are

et et ey

_significantly higher than the average of Medicare’s allowed charges. In addition,

miiléage was shown to be a major contributor to higher average costs for these

———
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The study of the claims file showed that services reimbursed in addition to an
ambulance base rate (i.e., "add-ons”) increased the average allowed charges for
BLS and ALS runs by 42 and 74 percent, respectively. Mﬂca,g?&!fngs 2
contributed the ; most to t.hc  price of a rug, with oxygen second. The relaave
importance of these additonally-reimbursable services to the averall price of an
ambulance run varied among the carriers. While most carriers reimbursed an.a}bm
inciwsive-rate for ALS services, some carriers predominantly used the non-
inclusive rate.

r —r——— s

% Results from the Survey of Ambulance Providers suggest that mﬂeage add-ons?

st et = s S o R

- were comudercd esscnnal for ambulancc providers in rural areas. The analysis of

payment adequacy suggested that, when including the add-on services, Medicare's
allowed charges were roughly comparable to costs.  However, the higher total
charges allowed for bills in which the services are separately itemized may be
providing an incentive to unbundle the services for billing purposes. This
incentive is likely to be strong among providers who perceive that their costs

would not be covered by billing an all-inclusive charge.

The analysis of national Medicare claims data underscored the geographic

diversity of the ambulance industry. Average allowed charges for an ambulance
trip varied widely both within and across Medicare carriers. Service mix also

varied.

10
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Basing reimbursement on the acrual procedurss performed and services
rendered. rather thad the type of vehicle used-

R]:'.CO-.\‘[ME;\'DATIONS

t, overall, ambulance providers are receiving

The findings in this report indicate tha
adequate payments for services © Medicare beneficiaries. However, HCTA has
undertaken and plans further adminismratve, regulatory, and legisladve initiagves
istency of carrier coverage determinations and payments for

for improving the coDS

lance services. No pew legisladon is proposed at this time; however, we ars

ambu
such legislatdon as part of the Fiscal Year (FY) 1996

considering proposing

budget

C,J%'J' pas 3 Lepoet

HCFA is mindful of Congressional concerns about assuring access to Tansport

services in rural areas and equity in the payment for the servic.es. The agency will

be especially sgnsin‘ve to these objectives in the proposed initatives.

———
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Basing reimbursement o0 the acmal procedures performed and serTvices

rendered, rather than the type of vehicle used.

,R.ECOMMEN'DAT]ONS,

The findings in this report indicate that, overall, ambulance providers are receiving
adequate payments for services to Medicare beneficiaries. However, HCFA has
undertaken and plans further adminisrative, regulatory, and legislative ininatives
for improving the copsistency of carrier coverage determinations and payments for

ambulance services. No Dew Jegislation is proposed at this time; however, we ais

considering proposing such legislation as part of the Fiscal Year (FY) 1996

budget

14
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The Clfice of the Inspector General (OIG) recommmended that Medicare
carriers apply inherent reasonableness critetia mOrc.stringcntly. These criteria allow
carriers to adjust rates downward if charges do not appear to be economically justified.
The use aof these criteria would be particularly applicable in areas with unregulated

rates served by one or a few providers,

These. criteria could also be used to adjust rates upwards for areas that
have legitimately higher costs. These adjustments could be made for sole community
providers serving sparsely-populated areas, similar to payment adjustments made for
sole commdnity rural hospitals. {Recall there are economics of scale in the provision of
ambulance services,. and, ceteris paribus, the small providers will have higher costs per
run.) Rates also eould be adjusted if a strong case could be made that the decline in
the use of volunteer staff, or changes in community standards bas dramatically increased

costs.

732 Scheduled Rups

A mejor finding of this study wes that scheduled runs are provided at
substandally lower cost than emergency runs. (Approximately 20 to 60 percent below
the costs of providing an cmergency BLS run and substaptially below the cost of

providing an cmergcncy ALS run In the surveyed States.) Despite this fact, most

7-10
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Briefing Material
Ambulance Regulation
August 2, 1995

. WHY THIS REGULATION IS NEEDED

There have been dramatic changes in the ambulancs industry since this service was first
authorized for Medicare beneficiaries in 1965. A huge array of equipment, supplies and
vehicles plus increasingly well-trained staff have made ambulances more efficient at saving
ives. These dsvelopments have also resuited in a rapid increase in Medicare
expenditures. While total Medicare carrier payments grew by _io_pgg_cww
and 1892, carrier ambulance payments grew by 150 percent during that same period.

There are two types of ambulance services currently being delivered, Basic Life Support
(BLS) and Advanced Life Support (ALS), which is a more sophisticated and costly service.
Much of the growth in Medicare ambulance payments is the result of the increase in ALS
services. For example, Medicare payments for ALS and BLS services increased by $72
million from 1988 to 1989. Of this amount, 73 percent was attributable to increased
utilization of ALS ambulances. Also, the number of trips in ALS ambulances increased
by 131 percent during this time period, while the comparable figure for BLS was 14
percent.

Medicare ALS payments have continued to increase in this decade, although at a slower
rate than previously. For the period 1992 to 1894, ALS payments increased 15 percent
annuaily from $500 million to $660 million. Total ambulance payments have experienced
a similar pattern with annual increases of 15 percent and currently total $1.7 billion.

The growth of ambulance payments has been documented by three OIG Reports issued
in 1992 to 1984. The OIG reports, along with the findings of the Project Hope Study of
Payments for Ambulance Services under Medicare, have been the impetus of nitiatives
undertaken by HCFA to address the growth in ambulance spending while protecting
beneficiary access to essential services. This issue has also received attention from
Congress as evidenced by a December 1994 hearing by the Senate Appropriations
Committee, Subcommittee on Labor, Health, and Human Resources.

Medicare's current policy bases payment for ambulance services on the type of vehicle
dispatched to a beneficiary, i.e. if an ALS vehicle is used payment is made at the ALS

1



D —————
AUG-11-1935 15:12  FROM TO INobLE e FLus

rate. This proposed regulation would base payment on the lovel of ambulance service
that is medically necessary.

We have reviewed ambulance utilization patterns and found that there is a small number
of regular users of this service. For some End Stage Renal Disease (ESRD) beneficiaries
other forms of transportation to dislysis facilities is contraindicated; they need ambulance
transportation to receive dialysis services on a regular basis, i.e. three times a week. This
extremety small group of beneficiaries (Jess than 2 percent) actount for 75 percent of all
ESRD ambulance payments. Novertheless, it is important that HCFA not foreclose access
to medically necessary ambulance services for ESRD beneficiaries.

1. ISSUES

A. Basing Payment on Medical Necesslity

Discussion

Medicare's current policy focuses on the type of vehicle used as determinativo of
the level of payment. The BLS/ALS issus is further complicated by the fact that
there sre an Increasing number of local governments mandating, through™
ordinances or regulations, ALS ambulance service as the minimum level of
ambulance transport.

Thus Medicare has paid at the ALS rate even when ALS sorvices are not
necessary. This has resulted in increased expendituros for the Medicare program
and its beneficiaries who are subject to a 20 percent copayment on these services.
While we do not dispute the vaiue of the ALS services when they are needed, we
also do not believe that Medicare should pay at the higher rate in cases where ALS
services are not required. Under this proposal, an Al S ambulance company must
bill the BLS code if only BLS services are furnished. Otherwise, the bill is incorrect
and the Modicare carrier will downcode the claim to the BLS code with the
corresponding lower payment allowancs. :

Impact on the Beneficiary

Am?ulance companies filoe Msdicare claims in one of two ways; accepting
assignment or not accepting assignment. For assigned claims (which account for
over 80 percent of all ambulance claims) the beneficiary is protected from any

additional tinancial liability. Therefore, in the case where an ALS code is billed, but
only a BLS paymant is aliowed, tha beneficiary is liable only for coineuranoo duo

2
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on the lower BLS payment aliowance. This protection is afforded in either of two
ways. The most common circumstance will be that an ALS ambulance was used,
but no ALS service was furnished. The new coding structure requires the use of
a code that describes this situation. To bill for an ALS service when no ALS
service was furnished is a false claim, and the beneficiary is not liable based on &
false clalm for services that were never fumished.

The other case, which we expect wilt be much less frequent, is the case in which
the ambulance company furnishes an ALS service which the carrier determines
was not medically necessary. The carrier would then pay this claim at the BLS
rats. The beneficiary will be pratected by the “limitation on liability" provision
(section 1979 of the law).

We are providing protection under section 1879 in the same manner as &t appiies
to all other services, with this exception: the ambuiancse suppliers will not e
required to give advanced written notices of the likelinood of non-coverage, nor (o
obtain the benocfictary’s signed agreement to pay. Giving advance notice is not
feasible with most ambulance patients, and their ability to make informed consumer
decisions at such time is questionable. Likewise, the effectiveness of an
agreement to pay signed by a patient in these circumstances also may well be
questioned. Absent advance notices, providers will be held liable when the carrier
finds they knew or should have known that Medicare would not pay; the program
will pay when the providers are held not to have had such knowledge; a
bensficiary will be fiable only when there is clear and obvious evidence that the
beneficiary knaw that Medicare woukd not pay.

HReqgiong) impact
Inorder to determine which.geographical arsas would be most impacted by basing

Medicare ambulance payments on medical necessity rather than the level of
ambulance used, we examined Medicare data, especially for those carrier areas
that have a disproportionally high percentage of ALS care compeared to national
levels. If we assume that the regulation affected only the areas with a percentage
of ALS charges greater than the national average percentage of ALS to total
ambulance charges, the following five carriers out of 55 total carriers would
account for 50 percent of the regulation’'s impact:

Northern California Toxod
Florida Ohio
Mississippi
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Alsg, eleven carriers (the additional 8 are Arkansas, Louisiana, Alabama, Georgia,
Oregon, and Oklahoma) account for 76 percent of the regulation's impact. This
effect is more pronounced when the data are viewed by locality. Of 235 localities,
only 13 account for SO percent of the impact, 36 localities account for 75 percent
and 67 tocalities account for 80 percent of the total impact on ALS eervices. These
regional patterns reflect @ heavy use of ALS services and, while there are no
national data identifying communities that mandata all ALS sarvices, we believe the
concentration of our data in specific areas reflects the communities with ALS
mandates.

Savings
Savings associated with this regulation are $30 million for the first year; the tive
year savings total is $260 million.

Rural Area

A primary concem In basing payment on medical necessity is the issus of
ambulance senvices in rural areas. We do realize that there are rural areas (where
multiple ambulances, a mix of ALS and BLS, are nut economical) that may be
affected by our proposed change to base payment on medical necessity. To dale,
however, we have nat come to clgsure on exaClly how a rural exceplion shoulid be
effected. :

Thersfore, we are working with Department staff, including the Office of Rural
Hedlth, in an effort to establish a “rural exception® that will attempt to mitigate the
possible negative impact on rural areas. A proposed exception under
consideration is to continue to reimburse a rural ambulance supplier under the
current policy it the State Emergency Medical Services Director certifies that the
ambulance service meets one of the following criteria:

’ The ambulance supplier only offers an ALS level of service and is the sole
provider of ambulance services in the county or compareble New England
district.

* When there is more than one ambulance supplier in the county, a supplier
can be excepted if it offers an ALS level of service only and is located more
than 40 miles from the noarcst alternative provider.

——

Recommendation _
if a locality decidcs to provide or require a level of service in excess ot what is

4
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medically necgssary, we recommend that Medicare should not be required to
subslidizo that decision. it should be the responsibility of the citizens of that locality
10 pay for the decislon to support an ALS-onty system.

Pros:
. Potential cost savings for Medicare and the beneficiary.
3 Limitations on fiability would provide beneficiary protection.

+ Identifying a rural exception would help to maintain access to services for
beneficiarios in a rural area.

Cons:

¢ Ambulance suppliers believe that tho proposed policy change will lead to
the collapse of many EMS systoms in the U.S, including the probable
elimination of ALS in rural communities and the layoff of EMS personnel.

3 Payments 10 some ambulance suppliers will be reduced.

B. Medical Condition Codes

Di . _
For several years the American Ambulance Association (AAA) has expressed an
interest in the subject of the national medical condition indicator codes for
ambulance services. Current Medicare guidelings indicate that, in order to be
covered, ambulance services must be reasonable and necessary. This is usually
established in part by the diagnosis of the patient's condition at the time of the
transport.  Physicians are required to use ICD-8-CM codes on Part 8 claims
submitted for payment. However, no such national requirement exists for
ambulancs suppliers.

While suppliers have been encouraged to employ the use of the existing ICD-S-CM
codes, many are reluctant to do so, because ICD-8-CM codes are diagnosis codes
and, by law, ambulance suppliers not authorized v diugnose the patients medical
problem.
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Currently, different carriers use local modifiers and ICD-S-CM crossovers to
process claims. What is needed is a uniform method of coding that would simplify
claims processing and provide ambulance personnel with the ability to accurately
describe the condition of the patient.

The proposed condition indicator codes will describe the medical condition of the
patient at the time ambulance services are provided and justify the medicsl
necsssity for BLS and ALS transportation, i.e., demonstrate that other methods of
transportation are contraindicated.

Recommendation

Therefore, we are also proposing the promulgation of national medical condition
indicator codes for ambulance services.

Pros:

¢ Claims are easier to evaluate.

. Comprehensive coding system would be consistent among carriers and
conforms to the Medicare Transaction System.

+ The American Ambulance Association and Amsrican College of Emergency

Physicians have reviewed the current list and submitted recommendations
for consideration.

+ The listing may need revision periodically.

¢ AAA and ACEP believe the current listing should be expanded because the
current list is too narrow and restrictive.

* Monitoring the list by the carrier would require additional funding in addition
to increasing the workload.
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C. Ambulance Definition

Discussion
We also propose to publish rules clarifying the requirements for determining
whether a vehidle quallfles as an ambulance for Medicare purposes.

in some States, an ambulance is defined, by State or local laws, as a vehicle that.
is intended for medical emergency transportation. There are, howsver, some
suppliers that bill Medicare for providing transportation in vehicles that are not
equipped to respond to medical emergencies as required by State or local law.
Transportation in such vehicles may be furnished to persons who need assistance
in getting to care givers, for exampls, because of difficulty in ambulating, but who
do not require medical emergency transportation. More specifically, their condition
is such that transportation by means other than in a vehicle designed and
equipped to respond to a medical emergency is not contraindicated. Typically, this
level of transportation is less than ambutance services and is furnished to a person
who has a scheduled medical appointment, using a vehicle such as an ambulette,
ambu-van, medi-transport, or invalid coach. These services are not covered under
Medicare law.

Some suppliers have been paid by Medicare for this type of transportation service.
Suppliers have argued that their vehicles, despite not meeting State or local
standards, still meet the definition of an ambulance contained in the regulations at
42 CFR 410.40, which does not explicitly require that an ambulance be designed
and equipped to handle medical emergencles.

The AAA and ACEP have mairtained that a separate definition of emergency
should be included in the proposed regulation. While we initially agreed with this
position, It was decided that the definitions contained in the statute adequatety
defined the term "emergency” and that we would inciude the concept of
emergency in the context of definition of an ambulance. ACEP has submitted its
“prudent layperson® definition of emergency services. This definition, according to
ACEP, "accommodates an individual patient's judgement about their emergency
symptoms and whether to seek emergency care.® ACEP views HCFA's statutory
definitions as Inappropriate because ambulance personnel are not authorized to
diagnose a patients medical condition in addition to discouraging an individual
from pursuing the care they deesm appropriate; the prudent layperson definition
would allow patients to determine whether they are in need of medical care.
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Recommendation
We believe that the basic purpose of the ambulance benefit set forth in

section 1861(s)(7) of the Act, which states that ambulance service may be
covered by Medicare if the use of other methods of transportation is
contraindicated by the individual's condition, but only to the extent provided in
reguiations, is to provide coverage for necessary transportation in emergency
situations. The current definitions of “ambulance” contained in the regulation and
manuals do not state specifically that ambulance services must be fumished in
vehicles that are "equipped to respond to medical emergencies.”

As a means of distinguishing an ambulance from other modes of madically related
transportation, we are proposing to revise the regulation to definc an ambulance
in terms of the medical equipment, staffing requirements and the ability to respond
to a medical emergency. We also propose to revise the reguiation to establish
definttions of BLS and ALS levels of ambulance service. We propose to use, with
minor changes, the definitions contained in current manual instructions. While
some may argue that we are overriding State or local law that may not be as strict
as our proposal, these requirements would only apply to Medicare beneficiaries
who, we believe, would benefit from receiving ambulance services from thoss
suppliers meeting these vehicle, medical equipment, and staffing standards.

Pros:

. Allows HCFA to distinguish between ambulances and lesser forms of
medically related transponiation.

4 Promotes consistency in interpretation of policy and adjudication of
disputes.

. Ensures a quality standard of care for Medicare beneficiaries.

Cons:

+ ACEP and AAA strongly believe that a separate definition of emergency that
is appropriate for prehospital services is needed. The decision not to
include separate dsfinition of emergency, but to rely on the definitions

contained in the statute are in conflict with ACEP's prudont layperson
definition.
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. ACEP views the current definitions and proposed changes as establishing
barriers to emergency medical care.

D. E&nd Stage Renal Disease Beneficiaries

Currerttly, the Medicare program may pay to have ESRD beneficiaries transported
to hospital-based ESRD facilities that may be located at greater distances than
nearby freestanding facilies. Ambulance services must:be reasonable and
medically necessary. Generally, coverage of ambulance services is only available
to a beneficiary whose condition is such that the use of other methods of
transportation is contraindicated.

The first step in our effort 10 address this problem of inappropriate ambulance
transport of ESRD beneficiaries invoived the implementation of new origin and
dastination codes to be used when an ambulance supplier is billing for an
ambulance trip to dialysis for ambulance services furnished to ESRD patients.
Suppliers also have been instructed to use base billing codes that identify non-
emergency (scheduled) ransportation. These new codes will allow Medicare to
distinguish between trips to hospital-based dialysis facilities and trips to non-
hospital-based facilities as well as emergency and non-emergency transportation.
These codes have been in full effect since April, 1995.

In addition to the Implementation of the coding changes, HCFA worked closely with
the ESRD Networks and facilities to clarify HCFA's coverage policy regarding
ambulance transportation of ESRD beneficiaries. As a rosult we were able to
assure that ESRD beneficiaries continued to receive dialysis treatment without
disruption. The Networks were able to assure continued treatment by arranging
for siternative transportation or, in the case of those needing ambulance
transportation, making sure the patients were transferred to a hospital-based

facility. .
Recommendation

We propose to revise the current regulations to authorize coverage of medically
necessary ambulance transportation of ESRD bensficiaries to the nearest
freestanding outpatient dialysis facility capable of providing the necessary dialysis
services. The purpose of the proposed revision is to make the existing regulation
more consistent with our policy of transporting beneficiaries to the nearest

S
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appropriate facifity.

in eddition, we propose to revise the regulations to deal with the issua of whether
the transport was scheduled or not. We would propose, in this instance, o base
payment for ambulance services on a medical necessily criterion. Wa would
require, in situations involving repetitive, scheduled ambulance runs (such asto a
dialysis facility) where non-emergency BLS service is required, that the ambulance
suppliers obtain advance written physician certification from the attending physician
as documentation of the medical reason that transportation by other means is
contraindicated. 'We aiso propose to gpecfy that tho certifications, while
renewable, would be valid for a period not to exceed 60 days.

Pros:

¢ Proposal makes the benefit more equitable to ESRD beneficiaries by
elfminating unnecsssanly long ambulance trips to hospital-based dialysis
facliitles when a freestanding tacility is closer.

) Potential cost savings to the beneficiary and Medicare.

+ Proposal is the direct result of working with the ambulance industry.

¢ Additional paperwork requiremient for the attending physicians and
ambulance suppliers.

. Carrier costs for claims processing will increase because of physician
certification requirement.

lil. OTHER CONSIDERATIONS

Legislative Proposal in fieu of Regulatory Change

While we are proposing to change the regulations to effect the changes described
above, another alternative is to seck a legislative proposal to change these
policies. Since ambulance services are a politically sensitive issue, we may want
A Congressional directive. On tho other hand, problems in this area are well
documented and the Medicare ambulance roquicements that were originally set
when the program began in 1965 need to be updatod to reflect current conditions.

10

—— P e ———— T e s 1" e .




AUG—-11-1995 15:54 FROM Iy 4D0LE (D F.uo

We have a legistative proposal to pay for ambulance services on a fee schedule.
We would limit the payment allowance for ambulance services to the average
allowed charge of each locality. An average allowed charge would be calculated
for each localty ({there are approximately 235 localities around the country).
Payment would be made at the iower of the ambulance supplier's actual charge
or the average allowed charge for that locality. This proposal is essantially budget
neutral because by limiting the payment to the average allowed charge by locality,
payment denied to a higher charger is added to the allowable charge of a lower
charger. This proposal redistributes money within a locality rather than denying
it.

We would also pursue legisiation to protect the beneficiary's financial liability by
requiring ambulance companies to accept assignment. Under the terms of
Medicare assignment, Medicare pays its benefits only to the ambulance company
(i-e., the beneficiary is not paid), the ambulance company accepts Medicare'’s
allowable charge as its total charge, and ambulance companies may bil
beneficiaries only for the Part B coinsurance (20 percent) and any unmet Part B
deductible applied to Medicare's allowed charge for any Medicare covered service.
Historically, over 80 percent of ambulance claims are paid under assignment.

11
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3325 Security Boulevard
Jaltimore, MD 21207
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Mr. James Pafford

President

Pafford Ambulance Service, Inc.
P.0. Box 130

214 Main Street

Hermitage, Arkansas 71647

Dear Mr. Pafford:

The President and First Lady asked that I thank you for your
letter which they are sharing with us because we administer
health care programs, such as Medicare, within the Federal
government. Although the President and Mrs. Clinton would like
to personally answer all the mail they receive, their heavy
schedule makes this impossible. Please excuse the delay in my
reply. '

I can surely understand your concern about changes in Medicare
payment for ambulance services. The proposed revision to
Medicare’s ambulance regulations came about because of dramatic
changes in the ambulance industry during recent years. No longer
is emergency transportation limited to a quick trip to the
hospital. En-route life-saving techniques have progressed from
the elementary, such as giving oxygen and controlling bleeding,
to the very advanced, such as intravenous administration of drugs
and heart defibrillation. _ -

In order to deal effectively with these changss, we are revising
our regulations to make more explicit the conditions under which
a patient is to be transported by ambulance, for Basic Life
Support (BLS) transportation and Advanced Life Support (ALS)
transportation. 'The charges for ALS transport are, on average,
almost twice as high as for BLS transport. While we do not
dispute the value of ALS services when they are needed, we wish

-to provide a strong incentive to curb excessive ALS billings when
ALS services are not needed.

In this regard, we wish to assure you that reimbursement of
ambulance services will be equitable for necessary covered
services. Also, we are sensitive to your concern about the need
to assure access to quallty C4re. ACCordingly, we believe that
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ambulance services will continue to be readily available to

Medicare benéfIEIE?IEg; ~

We welcome any additional comments yocu may have after the details
of the proposed regulations are published for comment.

Sincerely yours,

/
;
T lones @ ]
Thelé\ag A auit R-A V}M
Director

Bureau of Policy Development
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SENATE MEDICARE REFORM
LEGISLATION WILL CRIPPLE
EMERGENCY AMBULANCE SERVICES

Two provisions in the Senate's Medicare reform legislation -- the seven-year freeze of rates and
the introduction of so-cdlled BELT (budget expenditure limit tool) tightening provisions -- are
particularly devastating {0 the ambulance industry.

-

Drastic Effect on Emergency Ambulance Services (911)

The most frequent users|of emergency ambulance services are the elderly. Therefore, Medicare
dollars are ¢ritical to maintain emergency response systems to save lives. Our country's 911
emergency ambulance services are carefully designed partnerships berween government agencies,
emergency physicians and ambulance providers, where there is only one designated provider of
ambulance service. The freeze and roll-back on that single provider will have 2 drastic effect on
the level of emergency readiness in that system. Consequently, the destruction of emergency
ambulance services th.roﬂghout America will be set in motion;

L. Crippling ambulaucge services will destray lifc saviag health care for all Americans. The
proposed cuts will effect all citizens, not just Medicare beneficiaries, To control costs, there
would be:

» Longer responsc times. For example, one ambulance provider estimated that response
times would increase from 8 to 14 minutes, greatly diminishing patient survival chances.

s Fewer paramedics. Lower-trained non-paramedic personnel wil! staff ambulances.

s Less advanced eguipment. An inability to keep up with technological advances in
diagnostic equipment and communications systems.

o Reduced disaster response capabiliry. Severe reductions in America’s ability to respond
addmonal resources in natural or man-made disasters, such as to Hurricane Andrew or the
bombing in Oklahoma City.

2. Senate bill blows a gaping hole in the health care safety net. Emergency ambulance
service is already the [ast health care safety net for the nation's uninsured and underinsured. In
fact, emergency ammbulance services are the only health care provider group providing
unjversal access to the poor and elderly. Our moral, ethical and (egal obligation to respond to
every 911 request will not diminish. Scrvices rnust be sustained in a form which meets the
public need. '

3. Accelerated collapse of rural ambulance services which are already in imminent danger.
The drastic consequences for emergency ambulance services will effect rural ambulance
systems even morc dramatically and with greater speed. Because there is only one ambulance

Covemment Relatians: Flelshman-Hililird, fac. « 1301 Commecet Ave. NW, Washington, D.C. 20036 = (2002} 286300 » FAX (202) 266119
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provider in rural communities, once that service is eliminated, lives will be lost. Saving rural

ambulance services is

Bankrupting ambul
not better, Because

at least as critical as saving rural access hospitals.

nce services across America will make the Medicare erisis worse,
ulance services operate on a very thin margin, and given spiraling

operational cost increases, ambulence providers will face deficits and bankruptcy. To

maintain existing servi
survive are: reduce se

ces and standards, the only options for public and private providers to
rvices, raise taxes and/or increase benefictaries' out-of-pocket-expenses.

If these options are unavailable or exhausted, the result will be elimination of emergency
medical services altogpther. _

Fearing high out-of-pocket expenscs, Medicare bencficiaries will be afraid to access 911
in an emergency. Chrounic underfunding of EMS systems will increase beneficiary out-of-
pocket expenditures and will severly restrict access to essential emergency medical care.

A freeze of ambulance rates will not cantrol Medicarc costs. Medicare program
expenditures will continue to rise because the bill docs not take into account the large mumber
of public providers and volunteer services which are beginning to bill Medicare es they have
scen their own funding sources (ie., local taxes) shrink.

Emergency ambulan

ce rates are already inadequate according to a Congressional

study. The Project Hppe Report authorized by Congress and released in 1994 found that
Medicare rates for emergency and rural ambulance services are currently not adequate to
offset costs. This study offers further proof that the combination of freezes and roll-backs will
have immediate and sévere consequences for emergency and all rura] ambulance services.

A Better Alternative:

plement a New Reimbursement Method for Ambulance Services

The ambulance industry is the only Medicare provider group which has not been given the
opportunity to reform its reimbursement system from the traditional reasonable charge
methodology. This unique situation destroys the industry's ability to absorb the proposed
combination of Medicare policy changes without life-threatening consequences. As an alternative,
Congress should:

1. Exempt Emergen
freeze and BELT

2. Direct the Healt|
the ambulance in
system designed t

cy Ambulance Services and all Rural Ambulance Services from the

provisions of the current legislative language,

Care Financing Administration to work with representatives from
ustry to develop and implement an alternative reimbursement

o align the interests of paticnts, payors and providers,

Save our communities from life-threatening cuts to emergency ambulance services.
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United States. The District of Columbia is treated as a
statistical equivalent of a State for census purposes. The
four census regions, nine census divisions, and their
component States are shown under “CENSUS REGION
AND CENSUS DIVISION" in this appendix.

The Census Bureau treats the outlying areas as State
equivalents for the 1990 census. The outlying areas are
American Samoa, Guam, the Northern Mariana Islands,
Palau, Puerto Rico, and the Virgin Islands of the United
States. Geographic definitions spacific to each outlying
area are shown in appendix A in the data products for each
area.

Each State and equivalent is assigned a two-digit numeric
Federal Information Processing Standards (FIPS) code in
alphabetical order by State name, followed by the outlying
area names. Each State and equivalent area also is
assigned a two-digit census code. This code is assigned
on the basis of the geographic sequence of each State
within each census division; the first digit of the code is the
code for the respective division. Puerto Rico, the Virgin
istands, and the outlying areas of the Pacific are assigned
“0" as the division code. Each State and equivalent area
also is assigned the two-letter FIPS/United States Postal
Service (USPS) code.

in 12 selected States (Connecticut, Maine, Massachu-
setts, Michigan, Minnesota, New Hampshire, New Jersey,
New York, Pennsylvania, Rhode lsland, Verment, and
Wwisconsin), the minor civil divisions also serve as general-
muroosa local qovernments. The Census Bureau presents

USDA ERS ARED 0D

YT TSTIION GrvTavmG  wr - v . . -
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Rico, and the Virgin Islands.

URBAN AND RURAL

The Census Bureau defines "urban’ for the 1990
census as comprising all territory, population, and housing
units in urbanized areas and in places of 2,500 or more
persons outside urbanized areas. More specifically, “urban”
consists of territory, persons, and housing units in:

1. Places of 2,500 or more persons incorporated as
cities, villages, boroughs (except in Alaska and New
York), and towns (except in the six New England
States, New York, and Wisconsin), but exctuding the
rural portions of “extended cities.”

2. Census designated places of 2,500 or more persons.

3. Other territory, incorporated or unincorporated, included
in urbanized areas.

Territory, population, and housing units not classified as
urban constitute “rural.” In the 100-percent data producits,
“rural” is divided into “'places of less than 2,500" and "“not
in places.” The "‘notin places’ category comprises “‘rural”
outside incorporated and census designated places and
the rural portions of extended cities. In many data prod-
ucts, the term “other rural” is used; “other rural” is a

residual category specilic to the classification of the rural in
asrh Aata mradiet.

Maks - P - vaine (M~mx»tw-‘%w“‘p>
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November 21, 1995
To: Julie Demeo

From: Jamie Pafford-Gresham (ﬂ

[doo2

As per our phone conversation, here are the documents [ discussed with you [ have also

attached a letter to Carol Rasco, asking for a meeting as soon as
me out on this one!!)

they went with the senate bill S.1357. This freezes us, puts us in

Thanksgiving

Please let me know something as soon as possible. I hope you hav

sible. (Try to help

Senator Pryor and Bonnie Hogue of his staff, have agreed to help in any way possible and
are willing to change their schedule to attend the meeting if we can get one set up.

We helped with the language on HR. 2485 and were hoping to get this adopted. Instead

) BELT, and only

allows us to receive ALS payments when ALS is utilized NO rural exceptions!!

c a safe and Happy
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*z22* H,R. 2485

To amend title XVIIT of the Social Security Act to preserve and reform
the medicare program.

IN THE HOUSE OF REPRESENTATIVES

OCToBER 17, 1995

Mr. ARCHER (for himself, Mr. BLILEY, Mr. BrLIRaRIS,| Mr. THOMAS, Mr.
HYDE, Mr. GREENWOOD, Mr. HASTERT, Mrs. JOHNSON of Connecticut,
and Mr. MCCRERY) introduced the following bill; which was referred to
the Committee on Ways and Means, and in addition|to the Committees
on Commerce, the Judiciary, and Rales, for'a period|to be subsequently
determnined by the Speaker, in each case for consideration of such provi-
sions as fall within the jurisdietion of the committee concerned

A BILL
To amend title XVIII of the Social Security Act to preserve
and reform the medicare progras!
1 Be it enacted by the Senate and House \of Representa-
2 tives of the United States of Anwnca in Cangress assembled,
3 SECTION 1. PURPOSE. |
4 The purpose of this Act is to reform|the medicare

5 progra.tﬁ, in order to preserve and protect|the financial
6 stability of the program.
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VOLUME 1 o

Calendar No. 216
TR S, 1357

To provide for reconciliation pursuant to section 105 of the concurrent
resolution on the budget for fiscal year 1936.

IN THE SENATE OF THE UNITED STATES

OCTOBER 23, 1995

Mr. DOMENICL from the Committee on the Budget, reported the following
original bill; which was read twice and placed on the calendar

A BILL

To provide for reconciliation pursuant to section 105 of
the concurrent resolution on the budget for fiscal year 1996.

1 Be it enacted by the Senate and House of Representa-
2 tives of the United States of America|in Congress assembled,
3 SECTION 1. SHORT TITLE.

4 This Act may be cited as the “Balanced Budget Rec-
5 onciliation Act of 1995”.

6 SEC. 2 TABLE OF TITLES.

7

The table of titles for this Act is as follows:

Page
Tite 1. Commiittee on Agriculture, Nutrition, and Forestryv ... 2
Tite II. Committee on Armed ServiCes .....ccvcccccdirieiiecrieirmrecronerereeraerens 161

Title III. Commirttee on Banking, Housing, and Urban Affairs ... 181

doo4
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Heormitage, AR 716357

VIA FACSIMILE 1-202-456-2878
November 21, 1995

Carol H. Rasco

Assistant to the President
for Domeshc Policy

The White House

Washington. DC

Dear Ms Rasco:

Sorry we missed you on the South Lawn of the White House on the 26th of Scptcmbcr.
We were able to converse with Mrs. (linton for a few minutes. She spoke hughly of you
and your capabilities to help with our ambulance issues. She informed my father and I to
keep in touch with you on any changes we felt necessary for the President to know about.

Congress has adupled Senate bill S.1357, This bill kills all work we have done on the
rura} issue, and will devastaic the ambulance industry nationwide.| House bill HLR. 2485,
contains language pertainiug to the ainbulance industry that we helped develop. [ have
faxed several things to Julic Dcmeo, of your ofTice stll to be reviewed. She has been a
great help to us and is asset to your staff.

At this time, on behalf of the Arkansas Ambulancc Association and Awucrican
Ambulance Association, We would like to set up a mecting next week with you at your
earliest convenience. Bonnie Hogue, of Senator Pryors Officc, is|willing to attcnd and
help out in any way possible. She mentioned that the Senator would also try to make the
meeting. 1feel that there will be six attendees, representing both, the Arkansas and
American Ambulance Associations, with an emphasts on rural providers.
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P‘lcaseT contact us at 1-800-451-8036 if you or your staff have any questions.
We will be anxiously awaiting your reply. Have a safe and Happy Thanksgiving!!

Sincerely,

amie Pafford-Gresham
Vice-President
Pafford Ambulance Service, Inc.

encloseures
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AMERICAN
AMBULANCE

ASSOCIATION

\

Executive Qffices
3800 Aubum Blvd,, Suite C
Sacramentg, CA 95821-2 lU2

(916)

EAX (016) 452-5473

27 Ambulance Savings Proposals

icit are two areas of ambulance service under the Medicare program where significant savings
cquld be achicved if HCFA would immediately implement changes. Both areas were the subject
recent HHS Inspecior General reports. The American Ambulance Association (AAA) has
died both areas, developed recommendalions, presented these refortn proposals 1o HCFA, and
teptified before Congress, yet no changes have been made.

The following poli~zy changes would yield over $2 bﬂllon in savings to the Medicare program
over seven years — greater savings than those achieved by the Senate plan to eliminate ambulance
updates (see attached chart). Even more m:portantly, this proposal would not jeopardize the
emergency and rural-based ambulance services in this country. The AAA urges your
cansideration of these proposals:

I Advanced Life Support (ALS) Scrvices versus Basic Life Support (BLS)
Services

Background

THere are two types of ambulancc transportation approved by Medicare for payment: Advanced
Life Support (ALS) and Basic Life Support (BLS). ALS scrvices cost more due to a variety of
fagtors such as skill level of personnel, sophistication of equipment, etc] Medicare currently
allows coverage of ALS when provided, if (1) it is medically necessary; (2) the provider is
mandated by local law to provide ALS; or (3) no BLS is available.

Recommendations

American Ambulance Association believes significant savings can He achieved, without
saqrificing patient care or EMS systems, by covering ALS only if one o fthe following critena is
met:

1. If ALS is medically necessary.
2. When mandated by local law, but only:

a for emergencies, based on the perceived need of the patient.
b. In rural araas, ac defined by the Secretary.

Roo7

Govam Relatinne: Fleishman-Hillard, Inc. » 1301 Connecticut Ave. NW, Washington, D.C. 20036 * (202) 2968390 = FAX (202) 296-6119
S

{edienre Consultant David Weufel, Esy. = One Rubro Drive, Hauppauge, NY 1478y » (916} 582-3253 » FAX (516) 582-3387
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In F’“ other situations, only BLS rates would be allowed.
Sayings

Savings 10 the Medicare program by making this change in coverage have been estimated by the
Inspector General's Office. In her testimony before the Senate Appmpnanons Committee on
Dccember 16, 1994, June Gibbs Brown, Inspector General of the Depastiuent of Health and
Human Scrvices, estimated that "policics which allowed payment at the|ALS level when it was
not needed amounted to $47 million in 1993" lost to the Medicare program. Based on the growth
of ALS reimbursement reported by thc HCFA Burcau of Data Ma.na.gement and Strategy from
1089 to 1994, the American Ambulance Associstion ¢stimatcs the total savings to be $670 million
over seven years (1996-2002).

ector Brown then "recommended that HCFA revise its policy to require that payment for

non-emergency ambulance service at the ALS level be allowed only who;:n medically necessary."
The American Amhulance Association's recommendation is consistent with the IG's testimony.

II. Repetitive Patients

Background

The largest area of abuse in ambulance transportation involves fepetmve non-emergency patients
(e.g., dialysis, radiation therapy). For the most part, the problem involves dialysis patients. For
example, the average End Stage Renal Disease patient requires six transports per week. This can
resplt in legitimate per patient costs well in excess of $30,000 annually. | The potential for abuse
ocqurs due to criteria for coverage known as "medical necessity.” With |this patient population,
medical necessity is often difficult to determine because the patient's condmon may change daily.
Thus, there is a large gray arca, leaving significant room for multiple i mterpretauons Because of
thig unccﬂmnty, overpayments are often made which have resulted in sugmﬁcant dollars lost to the
Medicare program. Thesc overpayments were the subject of a recent HHS Inspector General
Report.

ile the medical necessify issue concerns dollars lost to the Medicare program, 2 second issue —
destination — concerns dollars lost to beneticiaries. Because of a restriction in the current
regulations, medically necessary ambulance transportation for ESR1) pa%tents is covered only

when the destination is a hospital-based dialysis facility. This restriction|applies despite the fact
that Medicare-approved freestanding dialysis facilities have been established that are often less

sily than those affiliated with hospitals. It is the opinion of the American Ambulance
Association that any Medicar¢-approved dialysis center should be covered as an appropriate

10/20/95
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Recommendations

The American Ambulance Association recommends the following:

L.

ﬁmerican Ambnlance Association
mbulance Savings Proposals — Page 3

destination facility. If this change were made, additional out-of-pocke1
beneficiaries would be eliminated, relieving them of a costly burden duetoa "quirk” in the
regulations.

/95 14:01 FAX 501 463 8591 PAFFORDAMBULANCE

er the medical documentation, origin and destination information.

@oosg

expenditures by

A system of prior authorization should be implemented for repetitive non-emergency
:jr:nts (i.e., dialysis, radiation thera.py) in which the ambulance prowder gives the Medicare

The carrier would then be

refjuired, perhaps within a 7-10 day period, to advise the provider if the trips would be authorized

arn
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The American Ambulance Association estimates that implementing thes
er $2 billion in savings to the Medicare program over seven years — greater savings than those
oposed by the Senate plan to eliminate ambulance updates (please refer to the attached charts).

o]
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pardless of the origin, if an ambulance is medically necessary.

vings

d, if so, for a specific period of time (e.g., 60 days) after which the p{ocess repeats. (This
would eliminate the problem of varying interpretations of "medical necessity.")

Ambulance transportation to any Medicare-approved dialysis center should be covered

e Inspector General report, Ambulance Services for Medicare ESRD Beneficiaries: Medical
pcessity, August, 1994, found that 70 percent of the ambulance trans;’aorts did not meet medical
cessity guidelines, resulting in approximately $44 million in overpayments in 1991. Using
edicare Trustee projected ESRD expenditures, the American Ambulance Association estimates
the total savings to be $1.5 billion over seven years (1996-2002).

¢ two proposals will yield

10/20/95




Medicare Savings, Part B Anibulance Service

(billions of dollars)
7-Year
1996 1997 1998 1999 2000 2001 2002 Total

Current Senate

Eliminate Ambulance Update 0.0 -0.0 0.1 Q0.1 0.1 0.2 0.3 £.8
American Ambulance Assoclatlon

Limit ALS Reimbursement Levels

(o Medically Necessary -0.00 -0.06 -0.07 0.09 -0.12 0.15 0.19 .67

Require Prior Authorization

Repetitive Non-emergency Patients -0.00 0.06 -0.17 0,22 -0.22 -0.35 -0.49 -1.50

Total: ’ 0.00 -0.11 -0.24 031 .33 .50 -0.68 -2.18

Note: Savings from ALS relmbursement limitations are calculated by taking IG (1992) estimated savings of $15.98 million in 1989, and projecting future
amounts for the years 1997-2002 by the rate of growth in ALS total reimbursement (HCFA, 1994) from 1989 to 1994. Savings resulting from requiring
prior authorization for ESRD non-emergency trips are calculated by taking the IG (August 1994) estimated overpayments of $44 million or 2.43% of total

payments for all ESRD servioes in 1991, and spplying this percentage to the Medicare Trustee projections of total ESRD payments for the years 1997-2002
(Trustee Repont, 1995),

Sources:
Senate Finance Committee, Chant 2 - Medicare, September 26, 1995.
Board of Trustees, Report for Supplementary Medical Insorance Trust Fund, 1995.
HCFA, HHS, 1994 Part B Extract and Summary System (BESS) Procedure Report (Bureau of Data Management & Strategy).
I1G, HHS, Review of Medical Necessity for Ambulance Services (October, 1992).
IG, HHS, Follow-Up to Review of Medical Necessity for Ambulance Services (June, 1995).
1G, HHS, Ambulance Services for Medicare ESRD Bencficiaries: Medical Necessity (August, 1994).
IG, HHS, Ambulance Services for Medicare ESRD Beneficlaries: Payment Practices (March, 1994).
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AMERICAN
AMBULANCE
ASSOCIATION

Exerutive Offices

3800 Avburn Blvd., Suite C
Sacramenito, (A 95821-21.02
{916) 483.3927
FAX (916) 4625473

MEDICARE REFORM
THE POSITION OF THE AMERICAN AMBULANCE ASSOCIATION

ACKGROUND

bulance services are covered under Medicare Part B, Both the Hlouse and Sepate-

sed versions of the Budget Reconciliation bills contained provisions which affected

bulance rermbursement. However, there were key differences between the House and
Senate approaches. mmmwmawm@mmmm
TheHngghLllQ.dmgnmaQnﬁmzzbutinmadwnmmdlﬂnm which would place
sexvice o p fee schedule. Becanse the Serate freeze provlsnon was "scorable"
andwasesﬁ.maizdtb produce $800 million in savings overthenext?yeaxs while the
House fee schedule prcvlsion was not "scarable” (altbough it could yield far grearer
savings), the Senate provision was accepted in conference and am ce rates are frozen
under the bill for the next 7 years. The Presideat, however, is acpecltedtovetoth.\s
mesasure shortly and a new version will be crafted. It is this new version to which the
|Americap Ambulance Association has now turned iis attention.

AMERICAN AMBULANCE ASSOCIATION POSITION

The American Ambulance Association feels that a 7-year freeze on ambulance rates as
contained in the current bill would be devastating to ambulance service in general and
would be particularly devastating to rural and emergency service. The most frequent
users of emergency ambulance services are the clderly. Therefore, Medicare dollars are
critical to maintajn this country's emergency response Systermns. Our‘ country's 911
systerns are carefully designed partnerships between government a.gencmg emergency
physicians and ambulance providers, where there is only one dm@ated provider of
ambulance service. The rate freeze on that single provider will ]‘.\ave a dmstic effect on
the level of emergency readiness in that system. Consequenty, the dlsmantlmg of
emergency ambulance services troughout America will be setin motion. The
consequences of this have so alarmed the EMS community that the Natianal Association
of State EMS Directors, the people responsible for setting up and overseeing EMS

PR,
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Govemment Relmicms: Flelshman.fTillard, Inc. » 1301 Connecticut Ave. NTW, Wachingten, D.C 20036

ol 206.8390 «
Med leare Cansultant: David Wezkel, Esq. @ Orne Rabro Drtve, Hauppauge, NY 11788 » (516) 5] ond C » FAX (202) 2966119
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systems in the states, recently passed a resolution condemning the blanket freeze
approach. A copy is artached. There is a better way 1o go.

THE PROPOSED SOLUTION

There is a solution which is better for the Medicare system, better for Medicare

beneficjaries, and better for all those Americans who rely on available high~quality

ambulance service in a time of need. That solution is to reform the lambulance

reimbursement system from the bottam up - comprehensive reform|- through the |
establishment of a fee schedule. This would likely save mare money ultimately than a

freeze and it allows the 30-year-old reimbursement system which the ambulance industry

opetates under 1o be brought up-to-date to reflect current health cars trends. For instance, |
currently the Medicare regulations require that in order for reimbursement to be made to

un ambulance company that responds to an emergency call, the pati:ent must be

transported to an emergency room. The process of putting the ambulance industry on

a fee schedule would allow options such as "“treat and release™ to be considered thereby

potentially saving millions of dollars in unnecessary emergency room admissions. Buta

7-year blanket freeze as contained in the current measure simply freezes in place the

distortions which are preseqt in the ambulante reimbursement sysmlm today. This seems

contrary to the spirit of making rafional and beneficial changes to the Medicare system.

Finally, all other provider groaps have already been placed on 2 fee schedule.

Ambulance is the last to go. This is the right time andtherighthjirto cogrect this

disparity, to achieve rational and meaningful savings, and, most importantly, to preserve

our fragile EMS systems.

For questions or comments please contact Wendy Ruhlin at (202) 296-8390.

11/21/95 13:45 TX/RX NO.3954 P.003 |
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NATIONAL ASSQCIATION OF STATE EMS DIRECTORS

Wednesday October 25, 1935
Bismarck, North Dakow

RESOLUTION 95-08

URGING ADEQUATE REIMBURSEMENT FOR AMBULANCE SERVICES

REAS, ambutanca service is an essential component of all Emergency Medical
Sarvices (EMS) systems, and

EREAS, EMS i= a critical safety net that ensures }m chizens timaly emorgoncy
edical care and sccess inw the entire heslth care system, and

REAS, financing of ambulance services through reaso Ihle and approprigte
pimbursement policies I$ assermial to sustain gurrent levels of service, and

: snyal basis,

DW, THEREFORE, BE T RESOLVED, that the National Assaciation of State EMS
Directors urges that Congress adopt a bill that contains specific language 1o reform
ambulance reimbursement through the development of a comprehensive, national
fep schedule and reject language which freeze ambutance service raves into

the future, and :

BE [T FURTHER RESOLVED that the National Association of State EMS Directors
encourages the President, Congrass, the Health Care Financing Administration and
ozher public and private insurance officials to support adequate reimbursement for
ergency medical care and transportation, with particular attention to rural
nstraints, to ensure the vitality and full geographic distribution of these critical
aalth services.

c

Adopted in this form by unanimous vots of the membership, October 25, 1995:

a ﬁon‘ﬁ’ﬁ‘tuﬂc;m. Bylaws, &
solutons Committee

11/21/95 13:45 TX/RX NO.3854 P.004 L




+ 11/21/95

NoW Bt ‘o5 @3 PAFFORDAMBULANCE
CRS-G-11 P.5/6
Cmtrent Law
No provision
Houpse Bill
Thcprovmanwwumqnn-eﬂzmmﬂxSm of Wisconsin as 3 single
fec schednle area for physicians services beginmng in 1997- The provision would be

v

14:01 FAX 501 463 8591

mlmdhaMgnmﬂﬁMNmmﬂmmsmbmmMas
ﬁmhhgmeawﬂahﬁwwhcsumy.m@m«mﬁhymmmm&
Wmmmmmsmwmmmﬁs
schedule areas. '

Senate Bill

No provision
Conference Agreemment
mmwdmwmmmmm

10. Payvments for Ambulance Services (Sec. 15609A of House bill; Sec. 7049 of Separe
bill)

Current Law

Payummsforambulanccscrvictsmbasedunmsmab charpe screens developed
by ipdividual carriers based on local bilimes (which may @ke Iur'ntyoffnms)- Based
onmcselocalbmingmemods.aniersdevdopmforqn?ormmvofmefnm
main bilting methods: (i) a single all-inclusive charge reflecting all services and supplies.
and mileage: (i) one charge reflecting all services and supplies. with separaze charge for

mileage: (iii) one charge for all services and mileage, with separate charges for supplies:

and (iv) separate charges for services, mileage, and supplies. ?mhm each broad payment
method. additional distinctions are made based on whether the Iseﬂrict: s basic life suppart
or advanced life support service. wuetier «mergeicy Or NODEMCIZEDCY ranspart was

used. and if specialized advanced life suppart seTvices were rendered.
House Bill

a. Payment Amoun:. The provision would specify that beginning Janmary 1.1998,
payment for ambulance services would equal 80% of the lesser of the acmal chage for
the sarvice or the fee schedule amount.

b. Fee Schedule. The provision would require the Sle:::etaty o establicsh a fee
schedule through a negodatsd rulempaking process. In esnl?ﬁshhg a fee sdnchﬂc ﬂa:
Secremary wauld be required fo: (@ ecsmblish mechamsmlns W confral imcreases m
expendirures which fairly reflect the changing pamre of the ambulance service madnstry;

11/21/95 13:45 TX/RX NO.3954 P.qaqas
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payments (mh:dhgfesfmam:andnmsuﬁmbmnwufm
provided; (ﬁﬂnk:inmm@omlmm@mmdpmdmﬁﬁly.
mmammdmmmmﬁmm&(ﬂ)
mqwadjmmpymrmmamfwmﬁ?mm&m
mmmmdmwm.mmahmmapm
pravigers; (v).phzse-hd:appliaﬂmofﬁepymrmhancﬂidm:mdfak

mmmmmwmmpmq:mvmh 1998 ina
bodge: peutral fashion. Begimming o 1999, tbe payment amourms under the fee schednle
mﬂdqﬂhpmﬁym’smmmww&mhhm
prineindexfurmeu-mamhpzﬁodendingmemlm.

sublmmfmmemuummm-mﬂmqmmmmm
mgmimammcdmm&nam]yskazdhsub@hgﬁefzmw,hcm&g

dara on variarnons in paymenss for years prior 1998 among geographic areas and types
of providers.

Senate Bill
a. Paymemt Amours. The provision would provide m’a; when determinmg the
reasonable cost or charge of ambulance services for fiscal years 1996 through 2002, the
Secrerary could not recognize any costs in excess of those recognized as reasonabie in
fiscal year 1995. '
b. Fee Schedule. No provision
Conference Agresment
¢. Pavmeru Amount. The conference agreement inchudes the Semate provision.
b. Fee Schedule. The conference agreement does not include the House provision.
11. Standards for Physical Therapy Services Furnished by Physicians (Sec. 15609B
of House Bill}
Current Law

No provision.

House BIl

11/21/95 13:45 TX/BX NO.3954 P ONR
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January 23, 1996

Dena S. Puskin, Sc.D. a
Executive Secretary,

National Advisory Committee on Rural Health
5600 Fishers Lane, Rm 3-05

Rockville, MD 20857

Dear Ms. Puskin:

I am interested in obtaining a position on the National Advisory Committee on Rural
Health. T understand there are five vacancies to be filled.

As a rural ambulance provider, serving twelve areas in rural Arkansas and
Mississippi, We are the first to provide healthcare to the sick and injured, regardless
of their ability to pay. Presently, I serve on the Arkansas Ambulance Association
Board of Directors, and the American Ambulance Association Governmental Affairs
Rural committee. (Both of these Associations will be sending letters of
recommendations on my behalf).

I am very concerned with rural healthcare. In July, I played a vital roll in obtaining

a “rural exemption” for ambulancc services on a proposed HCFA regulation change.
This change would have had a detrimental affect on rural ambulance services across
America. Your office was a part of this effort. At this time, I am involved in finding

an appropriate definition for “rural” ambulance services to be submitted to HCFA.

Since this time, 1 have been in direct contact with our legislative advocate, keeping
up to date with proposed legislative changes that would effect rural providers across
America.

As a rural ambulance provider, with insight and input from colleagues across the
United States, I would be an asset to this committee.

Any support or assistance from you or your staff would be greatly appreciated.
Please contact me at 1-800-451-8036 if you have any questions.

Sincerely,
Jamie Pafford-Gresham

Vice President/Director of Operations
Pafford Ambulance Service, Inc.
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Jamie Pafford-Gresham

PO Box 130
Hermitage, AR 71647
1-501-463-8590 (W) 1-.501-463-2807 (H)

Objective

Obuain a seat with the National Advisory Committee on Rural Health. Providing the committee insight
Jrom a rural ambulance provider.

Functional summary

At present, | am the Vice President and Director of Operations for the oldest

and largest privately owned ambulance service in Arkansas, with branches in
Mississippi. This includes, but not limited to, overseeing payroll, collections,
employee benefits, and the overall day to day operation of our service. |am

active with both the American and Arkansas Ambulance Associations, keeping
abreast of the latest reimbursement developments and legisiative changes on both
the state and national level. '

Employment

Pafford Ambulance Service, Inc. 1387 to present
PO Box 130
Hermitage, Arkansas 71647
1-800-451-8036
Emergency Medical Technician-ambulance  * 1887
Manager- Louisiana Division 1988
Office Manager, Director of Operations, 1989-1994

Jacksonville, AR
Vice President/Chief Financial Officer 1994-present
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Education

Warren High School
Warren, Arkansas

Pines Vo-Tech
Monticello, Arkansas

Phillips County Community College
Helena, Arkansas

Petit Jean Vo-Tech
Morrilton, Arkansas

Texas Tech
EMS/MT! Program
Ambulance Service Management

References

Francis Carson

President,

Arkansas Ambulance Association
1-501-354-8181

David Nevins

Executive Vice President
American Ambulance Association
1-800-523-4447

Sharon Allen
Executive Vice President

Blue Cross & Blue Shield of Arkansas

1-501-378-2145

William Ear

President/CEQ

Metro/AMR Ambulance Service
Monroe, Louisiana
1-800-456-2542

PAFFORDAMBULANCE

19xx - 19xx

1987

1988

1980

1890

@oo4
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Summary of qualifications

| am a rural ambulance provider, who has worked in the field of EMS for

the last sight years. | am knowledgeable of all aspects of the business.

I am chairperson and co-founder for the Arkansas Ambulance Association’s

scholarship committee. This committee was developed to assist financially

disadvantaged students, most from rural areas, the chance to further their education.

This year | have become very involved with HCFA's efforts in changing the present

ambulance legislation. Most changes are meant lo improve services, but sometimes

all things are not considered beforehand, like rural ambulance services. | have devoted

a majority of my time this year lobbing new and proposed legisiative changes on both, the state
and national fevel.

Professional memberships

Arkansas Ambulance Association

Past Secretary 1991-1993-
Boardmember 1995-present
Scholarship Committee, (co-founder) 1992-1995
Scholarship Chairperson 1995-present

American Ambulance Association
Active member since 1967
Governmental Refations Rural Task Force 1995-present
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Pafford Ambulance Service, Inc.
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ga//oad Ambalance FPervice, Fne.
PO Box 130
244 Main Plicel
%a*wu'fayo, AR 71647
VIA FAXMILLE 1-202:456-2878 | —(7-(,

Jennifer Klein N

Domestic Policy W
The White House >

Washington, DC

Dear jennifer.

Attached please find the American Ambulance Association’s interpretation of Section
11461 of the President’s plan for Medicare reform under Budget Reconciliation. If our
interpretation is correct, this section of the President’s plan would have a significant
impact on ambulance services covered under Medicare. My last conversation with you
was on the eleventh of December, at this time you concluded that the President’s plan
did not impact current Medicare law for ambulance services, I would appreciate your
reviewing this matter to resolve the different interpretations.

As we have discussed before, the American Ambulance Association does not object to
ambulance services being put under a fee schedule. However, we believe that fee
schedule language which specifically addresses the areas of coverage and
reimbursement that needs reform should be included. Additionally, we believe that the
process of negotiated rulemaking should be required as this would provide an
opportunity for all affected parties (e.g. ambulance providers, State regulators, and the
emergency physician community) to have direct input into a rulemaking adoption
process. I have attached such language passed by the House of Representatives as an
example of the type of language we believe is important.

Relative to the issue of inherent reascnableness, there are grave concerns that if this
provision is eliminated it will remove an important safety net that ambulance providers

have utilized, under unusual circumstances, to correct grossly deficient rates where
they exist.

Please contact me at your earliest convenience so the apparent discrepancies of opinion
can be resolved. Thanks again for your help in this matter.

Sincerely,

Jamie Pafford-Gresham
Vice-President
Pafford Ambulance Service, Inc.
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American
Ambulance
‘ Association
YIin TAX
T0: Board of Directors .
Joe Paclellm, Governmenkt Affairs Committee Chairmar
Wendy Ruhlin, Government Relations Representativa
David Nevineg, Executive Vice President
FROM: David Werfel

SUBJECT: Administraticen’s Previaians Relating toc Part B

DATE: Japuaxry 12, 1996

In reviewing §11461 aof tha Administration’s provisions
for Medicare Part B, there ars two major changes that will impact
ambulance services, if I am reading the sections correctly.

These two changes., and the reasons for my cenclusians,
are as follows:

1. ZX2e Schedule — Section 1l46l(a) amends Section 1833
of the Social Security Act by eliminaring the reascnable charge
methodology and placing services described in Section 1332ta) (1)
under a fee schedule. Section 1832a(1) refers to "medical and
other health services". §1861s defines "medjcal and other health
sarvices™. Ambulance is listed at subdivision 7. Thaerafora,

ambulance services would be placed nnder a fea schedule.

It is important to note that ambulance gervices
provided bv hospitals reimbursed on a reasonable cost basi= would
not be affected by this provision, creating a disgscrepancy.  in how
apbulance g&rvices are reimbursed by Medicare.

. The proposed amendment o€ 1833a(1) strikes the
"reascnable charge®" merhodology and replaces it with payment that
is tha lower of the actual charge or a fee schedule.

Ambulance services (other than those provided by a Pare
A provider) do not meet any of the exceptionsg in 1833a(l).
Therefore, Part B ambulance services would be allowed the lower
of the actual charge or *applicable fee schedule developed by the
Saecretary®. Of course, no ambulance fee schedule has, as yet,
Been adeveloped. However, Once 1T 18, ambulance services would be
on it ._

EXseutive Offican < 3800 Aybrn Bivd.. Saive Satramems, CA S502%-21 AT « FAX Lo
Qowaramers Aeksonr i lafran-ets], g, » mm&:uunn.w n. g u&qo FAX 268119
T

Sedivars Dwvid ,  Namoumg, 164 11788 & 0 ;J:ﬂ
Lubor Last Contubera, Joft Tancabeye » SR Califomia Streey, XN Flaor « Sean meha.u:n‘:‘m » (ﬂézﬁm‘- FAK (116) sry-3u0

0L/17/96 16:35 TX/RX NO.4692 P.003
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JAN-37-1996 17:35 AR OF CT/QIMINISTRRTION 203 R&2 5357 2,043

2. Ipherent Reagonablenegg — Subdivision (b)(9)(A) of
the proposad secticn 11461 strikes paragraphs (B) and (9) of
1842(b). Thase are thée inherent reasonablenees sections.

1B42(pb)(9) — This gaction is for the publication of
adjustment to rates for physiciang’ gervices. Thus, its being
deietad does not affect ambulance services. Howavar,
1842(b)(8)(A) states that the Secretary shall describe in
Regulations the factors used £or determining when inherent
reasonablaness adjustments should be made. While 1842(b)(8){B)
and (C) spacifically reference physiciane services, 1842(b)(8)(A)
does not and has been ugsed as the basis for inherent
reasonableness adjustments for ambulance.

Thus, we would have no methodology in place for
correcting grosaly deficient rates.

01/17/9R 1R TV /v wIN AaonAa n Ana
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g’a//o&d Amébulance Porwite, Fno.
2.0 Boz 130
044 Main Freel
Hermilage, AR 71647

e

TO: Julie Demeo

FROM: oo
Jamie Pafford-Gresham oz 5%

DATE: -
December 29, 1995

SUBIJECT:

‘ National Advisory Commutiee 00 Rural Heal

\ Hope you had a Merry Christmas! Thank the Lord itls overwith for another year!
| No, I really epjoyed it. | heard about thus committee, Can'y enlighten me on how 10

{l geton it?

On December 5, 1995 a potice appeared in the TFederal Register stating that the
\ Health Resources and Services Administaton (HRSA)is 1e esting nominations 1o fil
’t

five vacancies on the Secretary’s National Advisory Committee on Rural Health.

1 am very interested in this posinion, Especially for m Daddy. We understand
rurel inside and out. (How can we help not to understand rural living 10 chicken scratch,
Arkansas! Just a joke!!)

Do you think 1t’s possible to getus seat on this committee through Carol Rasco
or the President? I think either one of us would be an asset tp this committee. If you
have any information on how we can obtain a seat on this, please let me know. 1am very

anxjous to find out about this issue.

Give me a call as soon as you Kknow something @ 1-800-4518036.

h@@gg Cfgjj a

A

! (urranL e ST M AT A .KMM G/WM Y W Mﬂ(g,/ T

Thanks again for all your help!




EXECUTTIVE OFFICE O F T HE PRESIDENT

09-Jan-1996 11:33am

TO: Julie E. Demeo

FROM: Carol H. Rasco
Domestic Policy Council

SUBJECT: RE: Hi!

a. Pafford: Tell her to submit name with resume to Shalala.
Then do a note in my POTUS briefing file that I should ask POTUS
if this is someone I should flag on his behalf.

b. Balkan: See if Greg Simon is willing to talk to this guy
since I won't know much to say.

c. I believe the sign up sheet I put together with Steve Warnath
is on my desk....has about six veggies on it and I’'m not sure what
I put about dressings but it was the sheet I was going to take to
meeting yesterday if we had met. 1Is it there?

Thanks!

It is snowing heavily here again...there too?
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EXECUTTIVE OFFICE O F T H E PRESIDENT
26-Nov-1985 01:47pm
TO: Jennifer L. Klein

FROM: Carol H. Rasco
Domestic Policy Council

CC: Julie E. Demeo
CC: Patricia E. Romani
SUBJECT : Pafford Ambulance Service folks

I understand Julie has given you these materials along with the
letter asking me to meet ... she has explained to them I am out on
travel for the better part of the coming week. WIll you simply
follow up with a quick phone call to them stating you work with
me, have the materials, we’re watching it, etc. Let me know if
anything significant transpires..... I'11 then drop a quick note to
them on Wednesday when I return.

Thanks!

Pat: put on Wed. agenda for me to do gquick note. Source document
in outbox directed to you to put with Wed. book.
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MEETING REQUEST/TRACKING FORM(U%{
CAROL H. RASCO # '
DOMESTIC POLICY %

Name of Requestor: jav\m() p&"&f& Date: H!Ql /q 6

Affiliation: Pﬂ“(ﬂd ﬂWbMQI)C,Q Séﬂ/ocb/ TInc.,

Nature of Request: _Mackng b iSsd Wmm ks 4o guind_
_ Cumbulgumnes Servicea

Contact Person: Jiwmig @ |- Yoo~ 451- 8036 Phone Number:

Meeting Data: A. Date: QZ_“'LCMA_{.QAXAM'\— ConVENNRNACO.

. Time:

B
C. Place: ‘MCLAQ{\.UV\QQ‘&Y-) (Uoﬂ
D

. Purpose: ()Bc_wg, V\MW\Q Cw’ﬁ“S o
ar~bulgnes %\)k@m

E. Conflicts: Z

DECISION
Accept Regret
Forward To: 6&4( by~ Pending
(o/

Comments:
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?ﬂ//ﬂ&d Ambulance Pervico,| Ino.

PO Bozx 130
244 Main SPreel
mtm'fayo, AR 716+%7

VIA FACSIMILE 1-202-456-2878

November 21, 1995

Carol H. Rasco

Assistant to the President
for Domestic Policy

The White House

Washington. DC

Dear Ms Rasco:

Sorry we missed you on the Nouth Lawn of the White House on the: 26th of Scptcmbcr.
We were able to converse with Mrs. Clinton for a few minutes. She spoke highly of you
and your capabilities to help with our ambulance issues. She informed my father and [ to
keep 1 touch with you on any changes we felt necessary for the President to know about.

Congress has adupted Senate bill $.1357, This bill kills all wark we have done on the
rural issue, and will devastatc the ambulance industry nationwide| House bl H.R. 2488,
contains languagc pertaining to the ainbulance industry that we helped develop. T have
faxed several things to Julic Dcmeo, of your ofTice staff to be reviewed. She has been a
great help to us and is asset to your staff.

At this time, on behalf of the Arkansas Ambulancc Association amd Awctican
Ambulance Association, We would like to set up a mecting next wcck with yyu gt your
earliest convenience. Bonnie Hogue, of Senator Pryors Officc, is(willing to attcnd and
help out in any way possible. She mentioned that the Senator would also try to make the
meeting. 1 feel that there will be six attendees, representing both, the Arkansas and
American Ambulance Associations, wath an emphasis on rural prgviders.

NOTE ¢ [Twhie \r\od%—-
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page 2

Please contact us at 1-800-451-8036 if you or your staff have any questions.
We will be anxiously awaiting your reply. Have a safe and Happy Thanksgiving!!

Sincerely,

amie Pafford-Gresham
Vice-President
Pafford Ambulance Service, Inc.

encloseures
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