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9.0. Sbcz 430 
244 Main SPieet 

August 11, 1995 i 

Julie Demeo ' 
The White House '; 
Doinestic Policy • 
Washington, D.C. j 

I 
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. 

i 
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. 

i 

Daddy and I both separately received a letter from Thomas Ault with HCFA They were 
exactly the same. While 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 concerned 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 sufficient transport volume to operate both ALS and BLS ambulances. 
However, in rural America, ambulance providers cannot afford to operate a "tiered" 
system. It will financially force these providers to operate only basic ambulance services, 
ifanyatall. 

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 beneficiaries" as he states in his letter, if this 
change is made. 

Most small communities in America have limited hospital emergency room resources. 
Patients must travel great 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 tb the overall health care system. Many rural communities have 
I recognized the need 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 lhis poiul in llic report made part 
of l^AIsATrojcct Ilppc" datedOctober 21, j991 (S«tion^3Jl In lhis sludy, il is 
noted there must be some consideration given to the reimbursement methodology foi 
rural providers. Failure to recognize this fact will have a devastating impact on rural 
providers. Rural, in terms of this issue, would imply areas of approximately 30.000 
population have sufficient volume to permit operating a tiered system. 

It K our request that the current changes proposed by HCFA be amended to protect small 
rural Al.S ambulance services. This could be accomplished by making the current 
changes applicable to services nperarmg in urban areas. Rural areas should be permitted 
To continue providing ALS services in accordance will all current requirements (i.e. 
ordinances, mandates) of ALS reimbursemenL 

It should be furiher noied payment TO rural ambulance providers consiimied only twenty 
percent of the ovemll ambulance expenditures made by the Medicare program. IT is 
estimated the savings from early ALS ijilci vcnliun in rural emergency medical simations 
will far exceed the cost to the program. 

Failure to intervene in the proposed changes before HCFA will result in services leaving 
the rural areas. Rural residents will be left with little or no ALS emergency care. This 
will obviously have a catastrophic impact on the health and welfare of milhons of 
Americans. 

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

Jamie PawmbGFcsharn 
Vice-President 
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Lloyd D. (Doug) Darr 
12201 Jacksonville-Qifo Rosd 
North little Rock, AR 72120 

(501)833-0741 

June 25,1995 

President Bill Clinton 
1600 PetmsylvaniA Avenue 
Washington, DC 

Dear President Clinton. 

I am writing to request your help in preventing the Health Care Financing Administration 
(HCFA) from destroyine our nations rural emergency medical services (EMS) through a well 
intended, but poorly reMarched, regulatory rule change. Specifically, they am attempting to 
roduce the nation's Medicare cost by quickly pushing through a package of changes which effect 
the reimbursement of pre-hospital Bmergency medical caie by ambulance services. Overall this 
is a very good, well thought out package of changes. However, one change 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 fint look this appears to be a logical 
change, but ifs effect will be to reduce the Emergency Medical Services available in our nation's 
rural and frontier areas back to the Basic Lift Support (BLS or basic emergency medical 
technician) levels of the late 70s and early SOs. 

The package of changes is already drafted and wiH be published in tbe 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 to 
detennine 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 after tbe changes exe 
implemented. 

To my knowledge the only input HCFA has had <m these changes is primarily firom large, urban 
ambulance services with high call volumes and numerous ambulnnces 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 firom U the small, rural service with two or three 
ambulances who do nor have the luxury of multiple ALS and BLS units on duty and do not have 
the large call volume required to effectively assign units to a request for service based on the 
patient's need. If these services are providing ALS level care, then ALS units are all they win 
have on duty, and their coat of transfexring a patient will be the ALS cost, regardless of the 
patients needs. 

) 

08/11/95 10:13 TX/RX NO.2509 P.001 
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I realize that publishiftg in the Federal Register is the legal way of obtaining public coroment 
Having been Governor of our rural state, I am sure you realize that the typical rural ambulance 
sarvice manager will never see or is even aware of Ae Federal Register. These people need to 
be heard from now, and HCFA needs to go to them, since they do not have the ability or method 
to be able to go to HCFA. 

If your staff researches this issue, you will be told that the American Ambulance Association 
(AAA) bas agreed to the transfer reimbursement change. What you need to keep in mind is that 
the AAA primarily represents the large, urban services who will not be effected by the change. 
If HCFA were to survey die rural state's ambulance associations and services, I believe they will 
find they oppose this change because of it's impact on rural services. The Arkansas Ambulance -J^L 
Associatfon is opposed to this change. 

If this change goes through, then rural services will loss the benefit of ALS level reimbursement ^ -̂ r 
on 70% of their transfaxs. With transfers (not emergencies) 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 hospital patient care available. The overall result will be a drastic increase in morbidity 
and mortality in rural areas which presently have ALS care, with an associated increase in the 
downstream costs of patient care. 

Until recently the highest level of prehospital care, ALS (paramedic), was only available in fhe 
urban area where tbe profit motive is greater due to increased call volume. However, in the 
urban areas transport times to major, well equipped hospitals is short, and the impact of 
advanced procftdures before arrival at the hospital is less. 

The rural areas b where ths ALS (paramedic) level is needed most and where it is the most 
effective in preventing moibidity and mortality. Frequently the rural patient's life is in the hands 
of the EMT or paramedic for over an hour before arrival at a rural amergency room. After 
arrival ac a rural hospital the critical trauma or medical patient may only be stabilized before 
having to be transferred to a more well equipped and stafTed urban tertiary caie center for 
treatment. The patients care then reverts ha.dk to tfae paraszedic, who must monitor and maintain 
the advanced procedure inittated during the one to three hour trip to the large urban hospital. 

The basic life support (BLS) and advanced life support (ALS) levels are frequently 
misunderstood by the general public and many public officials. The BLS level of care is 
performed by an emergency medical teebnician-basio, commonly referred to as EMTs, who have 
completed at least 110 hours of training in accordance with curriculum established by the US 
Department of Transportation (DOT) and are cemfied/licensed by their state. They perform 
basic, non-invasive skills such as splinting, bleeding control and bandaging, administering 
oxygaa, assistrng • patient with die patient's own medications, extrication from vehicles, etc. 
The EMT has 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 paramedics. After becoming EMT-Basics, these individuals contmue their training by 

08/11/95 10:13 TX/RX NO.2509 P.002 
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completing a minimum of 700 hours of additional training established by the DOT paramedic 
curriculum. The average paramedic course in Azia&sas is 900 hours long. Paramedics are 
ficquently the difference between life and desUi for a crincal patient. In addition to the EMT 
^Basic's sktils, paramedics perform advanced procedures such as EKG monitoring, endotracheal 
intubation, chest decompression, treating shock with IV fluids, and administration of drugs for 
medical problems snch as heart attack, m«>itin shock, acute high blood pressure, severe 
anaphylactic (allergic) reactions, severe asthma attacks, congestive heart failure, etc. The 
paramedics procedures are so effective that a recent study showed that if a paramedic cannot 
restore a heartbeat to a patient in cardiac arrest, that the statistical probability of tbe emergency 
room saving the patient is zero. Based on this study, some states are considering allowing 
paramedics (not EMT-Basics) to pronounce patients dead when tesuscitative efforts in the field 
are unsuccessful. 

The long Term financial impact of proper paramedic level pre-hospital care is tremendous. 
Twelve lead EKGs performed in the field are reducing the time to diagnosis of heart attack and 
treatment with thrombolytic therapy. Rapid thrombolytic therapy oan significantly reduce the 
damage caused by a heart attack, thereby reducing length of hospital stays, and allow the patient 
to return to productive lift. Tbe pBramedtc's advanced cardiac life support (ACLS) skills can 
prevent cardiac arrest, or even restart a stopped heart. Treating patients with acute high blood 
pressure can prevent them ftom having a stroke enroutc to the hospital. Rapid treatment of 
unconscious patients in insulin shock prevents brain damage. IV fluids for victims of traumatic 
injury can keep thetn alive until they receive surgical care Treating trauma victims with steroids 
can prevem the brain from swelling emome to the hospital, preventing pennanent brain damage 
or death. These are only a few examples of tbe numerous emergen des which require a 
paramedics skills. 

A paramedic is also frequently required to maintain the standard of care when transferring 
trauma, heart attack, end other acute patients from the smaller rural hospital to an urban tertiary 
care facility. If a paramedic level ambulance is not available, then the hospital has to send a 
nurse or physician, drastically increasing the overall cost of the transfer. 

One of the justifications given for the new regulaixoQi is that a study of Arkansas and a few other 
states showed that tbe amoubt of ALS claims by ambulance services has increased significantly 
between 1988 and now. The false conclusion derived hum the study was thai the increase was 
due to fraud. In 1988, Arkansas had only 20 paramedic level ambulance services. Since then 67 
services have upgraded to the paramedic level so that they can provide better care. ID fact, since 
your decdon to President. Cherokee Village, Walnut Ridge, Cliitton. Maumelle, Cabot, Lonoke 
County, Grant County, Sherwood, and Newton County have advanced to the paramedic level. 
Columbia County, Hempstead County, and Yell County will reach the paramedic level in the 
next few months. If these new Medieatt ahftngi take effect, every ooe of these areas will 
probably have to zevert back to the basic life support (BLS) level because they will not be able to 
support the increased cost of providing paramedic (ALS) care. 

I hope that you can intervene to prevent -Ae pramulgatioa of these Medicare reimbursement 
changes before a study of their impact on rural America is conducted. 

08/11/95 10:13 TX/RX NO.2509 P.003 
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I am willing to vohmtcrr my rime to help your staff or HCFA in studying this issue. I was the 
Director of the Arkansas Department of Health's Emergency Medical Services and Trauma 
Systems Division until last week, when I vohmtarily resigned to work in tbe private sector. I 
have served on the Executive Committee of the National Association of Stale EMS Erectors 
where I represented the south central <wtee. I am currently working as a paramedic and shift 
supervisor in Sherwood, Arkansas. 

I appreciate your attention to thia critioal issue. 

Sincerely, 

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

cc: Governor Jim Guy Tucker 
Senator David Pryor 
Senator Dale Bumpers 
Representative Ray Thornton 
Dr. Sandra B. Nichols, Director, Arkansas Department of Health 
Dr. Marvun Leibovich, Chaiiman, Arkansas EMS Advisory Council 
Dr. John Cone, Chairman, 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 Man*, President, National Association of State EMS Directors 

08/11/95 10:13 TX/RX NO.2509 p.004 
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DEPARTMENT OF HEALTH HUMAN SERVICIS 

FKA-41 

^8al^^l lare .-inanc:ng Aaminisiranon 

5325 Secuniv Boulevard 
Baltimore. MD 21207 

AUG 2 i395 

Mr. James Pafford 
President 
Pafford Ambulance Service, Inc. 
P.O. Box 130 
214 Main Street 
Hermitage, Arkansas 71647 

Dear Mr. Pafford: 

The President and F i r s t Lady asked that I thank you for your 
let t e r 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 a l l 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 
i s emergency transportation limited to a quick t r i p 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 changes, we are revising 
our regulations to make more explicit the conditions under which 
a patient i s 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 billin g s when 
ALS services are not needed. 

In this regard, we wish to assure you that reimbursement of 
ambulance services w i l l be equitable for necessary covered 
services. Also, we are sensitive to your concern about the need 
to assure access to quality ear's. Accordingly, we believe that: 
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^mbulance aervices will continue to be readily available to -L. 
Meaicare beneficiariesr: _ • — 

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

4 4 r 

Thomas A. Ault / xK-'/ 
Director 
Bureau of Policy Development 



08/11/95 15:21 FAX 501 463 8591 PAFFORDAMBULANCE 141010 

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 audii, the accuracy of the 

reponed cost data is less than ideal for research purposes. 

These data problems point to the need for caution, also, in making 

reconunendanons 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 

Patterns of Ambulance Service Use and Costs 

Analysis of Medicare claims data showed that of the almost $602 million in 

allowed charges incurred for ambulance seivices in 1987, about^'percent were 

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

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 

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

0 
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^ Urban resfdents afeo r ^ e ' m c r e ^ I i ^ a i ^ ^ <tf̂ iD^^^ (about X-

110 runs per 1,000 beneficiaries) than rural residents (about 89 runs per 

1,000 beneficiaries). Since the average allowed charge per run was higher for 

urban residents (S134 per run) than for rural residents (5110 per run), the rate of 

program allowed charges for urban beneficiaries ($14,818 per 1,000 beneficiaries) 

was 50 percent higher than for rural residents (59,854 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 tbe rate of use between urban and rural areas 

reflects differential access or different preferences as to the mode of 

transportation. 

The charges allowed by Medicare in the 4 States surveyed covered the average 

costs of providing rural ambulance services, for both BLS and ALS services. In 

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 

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

significantly higher than the average of Medicare's allowedcharges. In addition, 

mileage 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 iu 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. MH«ge ctaries,-? 

contributed, the most to the price of a run, with oxygen second. The relative 

importance of these additionally-reimbursable services to the overall price of an 

ambulance run varied among the carriers. While most carriers reimbursed an âlb-a 

iadnsiverate for ALS services, some carriers predominantly used the non-

inclusive rate. 

^Results from the Survey of Ambulance Providers suggest that mileage addsins^ 

were considered essential for ambulance 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 nadonal 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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budget 

HCFA is mindful of Congressional concerns about assuring access to transport 

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

be especially sensitive to these objectives in the proposed initiatives. 



•
Basing reimbursement on the acnaal procedures petiormed and services

reodere� rather than the type of vehicle used. 

RECOMME�1JATIONS 

The findings in this report indicate that, overall, ambulance providers are receiving 

adequate payments for services to Medicare beneficiaries. However, HCF A has 

undertaken and plans further administrat:Ne. regulatory, and legislative initiatives 

for improving the consistency of carrier coverage determinations and paymcntS for 

ambulance services. No new legislation is proposed at th.is time; however, we are 

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

budget 

14 

4!J V.L.:> 
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1 NUV 2 3 1993 BI 

A STUDY OF PAYMENTS FOR 
AMBULANCE SERVICES UNDER MEDICARE 

October 21, 1991 

TtBnj E. Mohr 
Doug M. Bro^ii 

MMTJ Beth Fteke 
B«tk A. O m 

\ Project HOPE 
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The Office of the Inspector Genera! (OIO) recommended that Medicare 

carriers apply inherem reasonableness criteria more stringently. These criteria allow 

carriers to adjust rates downward if charges do not appear to be economically justified. 

The use of 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 community rural hospitals. (Recall there are economies of scale in the provision of 

ambulance services, and, ceteris paribus, tbe small providers will have higher costs per 

run.) Rates also could be adjusted if a strong case could be made that the decline in 

the use of volunteer staff, or changes in community standards has dramatically increased 

costs. 

7JJ2 Scheduled Runs 

A major finding of this study was that scheduled runs are provided at 

substantially lower cost than emergency runs. (Approximately 20 to GO percent below 

the costs of providing an emergency BLS run and substantially below the cost of 

providing en emergency ALS nm In the surveyed States.) Despite this fact, most 

7-10 
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DtfART.MEM' OF HEALTH A HUMAN StRVICUS Chief of Suf i 

Wishington D.C. 20201 

FACSMILE 

AUG I I 1995 
DATE. 

TO: (NAME. ORGANIZATION. CITY/STATE AND PHONb NUTvB^R) 

Carol Rasco 
Assistant to the President A t t n ; J u l i e 

fo r Domcctic Policy 

456-2249 

FROM: (NAME, ORGANIZATION, CITY/STATE AND PHONE NUMBER): 

Kevin Thuro 
Chief of Staff 

690-6133 

RECIPIENTS FAX NUMBER: ( ) 636-2578 

NUMBER OP PACES TO SEND (INCLUDINfi f OVER SHEET): f f l 

COMMENTS; Julie Dauiu: 

Attached is the information you requested. 

Mary Beth Donahue 
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Briefing Material 
Ambulance Regulation 

August 2,1995 

l. WHY THIS REGULATION IS NEEDED 

TTiere have been dramatic changes in the ambulance industry since this service was first 
authorized for Medicare beneficiaries In 1965. A huge array of equipment, supplies and 
vehides plus increasingly well-trained staff have made ambulances more efficient at saving 
lives. These developments have also resulted in a rapid Increase in Medicare 
expenditures. Wjjtejotgjdedkare earner payments grew by 50_pefcent betweerM987 
and 1992. carrier ambulance payments grew by 150 percent during that same periods 

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 1994, ALS payments increased 15 percent 
annually from $500 million to $660 million. Total ambulance paymenls 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 1994. The OIG reports, along with the findings of the Project Hope Study of 
Payments for Ambulance Services under Medicare, have been the impetus of Initiatives 
undertaken by HCFA to address the growth in ambulance spending while protecting 
benefidary 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 vehide 
dispatched to a benefidary, i.e. if an ALS vehide is used payment is made at the ALS 

1 
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rate. This proposed regulation would base payment on the level 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 seivice. For some End Stage Renal Disease (ESRD) benefldaries 
other forms of transportation to dialysis facilities is contraindicated; they need ambulance 
transportation to receive dialysis services on a regular basis, i.e. Uiree times a week. Thia 
extremely small group of beneficiaries (less than 2 percent) account tor 75 percent of all 
ESRD ambulance payments. Nevertheless, 'rt is important that HCFA not foreclose access 
to medically necessary ambulance services for ESRD benefidaries. 

II. ISSUES 

A. Basing Payment on Medical Necessity 

Discussion 
Medicare's current policy focuses on tbe type of vehide used as determinativo of 
the lev©< of payment. The BLS/ALS issue is furthercomplicated by the fact that 
there are an Increasing number of local governments mandating,jthrough 
ordinances or regulations^Jd5_JffiGtey!aQce_sfiMce as the minimum level of 
ambulance trareporL 

Thus Medicare has pad at the ALS rate even when ALS services are not 
necessary. This has resulted tn increased expendituros for the Medicare program 
and its benefidaries who are subject to a 20 percent copayment on these services. 
While we do not dispute the value of tho ALS services when they are needed, we 
also do not believe that Medicare should pay at tho higher rate in cases where ALS 
services are not required. Under thia proposal, an Al S ambulance company must 
bill the BLS codo if only BLS services are furnished. Otherwise, the bill is incorrect 
and the Modicare earner will downcode the daim to the BLS code with the 
corresponding tower payment allowance. 

Impact on the Benefidary 
Ambulance companies file Medicare daims in one of two ways; accepting 
assignment or not accepting assignment. For assigned daims (which account for 
over 90 percent of all ambulance claims) the benefidary is protected from any 
additional financial liability. Therefore, in the case where an ALS code is billed but 
only a BLS payment is aiinwed, the beneficiswy i s fable only for ooincuranoo'duo 
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on the lower BLS payment allowance. This protection is afforded in either of two 
ways. The most common dreumstanoe will be that an ALS ambulance was used, 
but no ALS service was Mmlshed. Tlie new coding structure requires the use of 
a code that describes this situation. To biH for an ALS service when no ALS 
service was furnished is a false daim, and the benefidary is not liable based on a 
false daim for sen/ices that were never furnished. 

The other case, which we expect will be much lees frequent, is the case in which 
the ambulance company furnishes an ALS service which the carrier determines 
was not medically necessary. Tho carrier would then pay this daim at the BLS 
rate. The benefidary will be protected by the "limitation on liability* provision 
(section 1879 of the law). 

We are providing protection under section 1879 In the same manner as Jt applies 
to all othor services, with this exception: tne amDuiance suppliers will nut L*s 
required to give advanced written notices of the likelihood of non-coverage, nor lo 
obtain tho benoficiary'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 
win pay when the providers are held not to have had such knowledge; a 
beneficiary will be liable only when there is dear and obvious evidence that the 
benefidary knew that Medicare would not pay. 

Reoional Impact 
In order to determine which geographical areas would be most impacted by basing 
Medicare ambulance payments on medical necessity rather than the level of 
ambulance used, we examined Medicare data, espedally for those carrier areas 
that have a disproportionally high percentage of ALS care compared to national 
levela. 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 impad: 

Northern California Toxoa 
Florida Ohio 
Mississippi 
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Also, eleven carriers (the additional 6 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 tocalities, 
only 13 account for 50 percent of the impact, 36 localities account for 75 percent 
and 57 localities account for 80 percent of the total impact on ALS services. These 
regional patterns reflect a heavy use of ALS services and, while there are no 
national data identifying communities that mandate all ALS eervices, we believe the 

-4- concentration of our data in specific areas reflects the communities with ALS 
mandates. 

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

wurai Area 
jo, A primary concern In basing payment on medical necessity is the issue of 

ambulance services In rural areas. We do realize that there are rural areas (where 
multiple ambulances, a mix of ALS and BLS, are not economical) that may be 
affected by our proposed change to base payment on medical necessity. To dale, 
however, we have not come to closure on exactly how a rural exception should be 
effected. 

Therefore, we are waking with Department staff, including the Office of Rural 
Health, 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 poficy if the State Emergency Medical Services Director certifies that the 
ambulance service meets one of the following criteria: 

• The ambulance supplier only offers en ALS level of service and is the sole 
provider of ambulance services in the county or comparable 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 mites from the nearest alternative provider. 

Recommendation 
If a locality decides to provide or require a level of sen/ice in excess ot what is 
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medically necessary, we recommend that Medicare should not be required to 
subsldbo that dedslon. it should be the responsibility of the dtlzens of that locality 
to pay for the dedslon to support an ALS-only system. 

Pros; 

• Potential cost savings for Medicare and the benefidary. 

• Limitations on liability would provide beneficiary protection. 

• Identifying a rural exception would help to maintain access to services for 
bonoftoiorioG in o rurol orea. 

Cons: 

• Ambulance suppliers believe that tho proposed policy change will lead to 
the collapse of mony CMS systems in the U.S, induding tho probable 
elimination of ALS in rural communities and the layoff of EMS personnel. 

• Payments to some ambulance suppliers will be reduced. 

B. Medical Condition codes 

Discussion 
For several years the American Ambulance Assodation (AAA) has expressed an 
interest in the subject of the national medical condition indicator codes for 
ambulance services- Current Medicare guidelines 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 Physidans are required to use iCD-9-CM codes on Part B daims 
submitted for payment. However, no such national requirement exists for 
ambulance suppliers. 

While suppliers have been encouraged to employ the use of the existing ICD-9-CM 
codes, many are reluctant to do so, because ICD-S-CM codes are diagnosis codes 
and, by law, ombulonce ouppHers not authorized to diagnose the patlenrs medical 
problem. 



Currently, different carriers use local modifiers and ICD-9-CM crossovers to 
process daims. What is needed is a uniform method of coding that would simplify 
daims 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 medical 
necessity 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 American College of Emergency 
Physidans have reviewed the current list and submitted recommendations 
for consideration. 

Cons: 

• 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. 



C. Ambulance Definition 

Discussion 
We also propose to pubRsh rules clarifying the requirements for determining 
whether a vehide qualifies as an ambulance for Medicare purposes. 

In some States, an ambulance is defined, by State or local laws, as a vehide that 
is intended for medical emergency transportation. There are, however, some 
suppliers that bill Medicare for providing transportation in vehides that are not 
equipped to respond to medical emergendes as required by State or local law. 
Transportation in such vehides may be furnished to persons who need assistance 
in getting to care givers, for example, 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 vehide designed and 
equipped to respond to a medical emergency is not contraindicated. Typically, this 
level of transportation is less than ambulance services and is furnished to a person 
who has a scheduled medical appointment, using a vehide 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 vehides, 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 emergendes. 

The AAA and ACEP have maintained that a separate definition of emergency 
should be induded in the proposed regulation. While we initially agreed with this 
position, it was dedded that the definitions contained in the statute adequately 
defined the term "emergency" and that we wouid include 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 patients 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 deem 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 
regulations, 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 furnished in 
vehicles that are "equipped to respond to medical emergencies." 

As a means of distinguishing an ambulance from other modes of medically related 
transportation, we are proposing to revise the regulation to define 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 regulation to establish 
definitions 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 ea strict 
as our proposal, these requirements would only apply to Medicare beneficiaries 
who, we believe, would benefit from receiving ambulance services from those 
suppliers meeting these vehicle, medical equipment, and staffing standards. 

Pros*. 

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

• 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 definition of emergency, but to rely on the definitions 
contained in the statute are in conflict with ACEP's prudont layperson 
definition. 

8 
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ACEP views the current definrtions and proposed changes as establishing 
barriers to emergency medical care. 

D. End stage Renal Disease Benefidaries 

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

The first step In our effort to address this problem of inappropriate ambulance 
transport of ESRD benefidaries involved the implementation of new origin and 
destination codes to be used when an ambulance supplier is billing for en 
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) transportation. These new codes will allow Medicare to 
distinguish between trips to hospital-based dialysis fadlities and trips to non-
hospital-based fadlities 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 dosely with 
the ESRD Networks and fadlities to darify HCFA's coverage policy regarding 
ambulance transportation of ESRD benefidaries. As a result wo were able to 
assure that ESRD benefidaries continued to receive dialysis treatment without 
disruption. The Networks were able to assure continued treatment by arranging 
for aitemativB 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 benefidaries to the nearest 
freestanding outpatient dialysis fadlity 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 benefidaries to the nearest 
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appropriate fadlity. 

In addition, we propose to revise the regulations to deal with the Issue of whether 
tho transport was scheduled or not We would propose. In this instance, to base 
payment for ambulance services on a medical necessity criterion. We would 
require, In situations involving repetitive, scheduled ambulance runs (such as to a 
dialysis facility) where non-emergency BLS service is required, that tho ambulance 
suppliers obtain advance written physidan certification from the attending physidan 
as documentation of the medical reason that transportation by other means is 
contraindicatea. we also propose to specify that tho certifications, while 
renewahle, would be valid for a period not to exceed 60 days. 
Pros: 

• Proposal makes the benefit more equitable to ESRD benefidaries by 
eltmlnaiing unnecessanly long ambulance trips to hospital-based dialysis 
facilities when a freestanding fadlity is doser. 

• Potential cost savings to the benefidary and Medicare. 

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

Cons: 

Additional paperwork requirement for the attending physidans and 
ambulance suppliers. 

• Cerrier costs for claims processing will increase because of physidan 
certification requirement. 

ill. OTHER CONSIDERATIONS 

Legislative Proposal in lieu of Reoulator/ Change 
While we are proposing to change the regulations to effect the changes described 
above, another alternative is to seek a legislative proposal to change these 
polides. Since ambulance services are a politically sensitive issue, we may want 
a Congressional directive. On tho other hand, problems in litis area are well 
documented and the Medicare ambulanoo requirements that were or iginally set 
when the program began in 1965 need to be updated to reflect current conditions. 

10 
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We have a legislative 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 locality (there are approxknateiy 235 localities around the country). 
Payment would be made at the lower of the ambulance suppliers actual charge 
or the average allowed charge for that locality. This proposal is essentially 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 
rt. 

We would also pursue legislation to protect the beneficiary's finandai 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 bill 
benefidaries 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 90 percent of ambulance daims are paid under assignment. 

11 
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DEPARTMENT OF HEALTH & HUMAN SERVICIS Heairn Zara rinancmg Aaministranon 

5325 Secuniv Boulevard 
Baltimore. MD 21207 

AUG 2 m 

Mr. James Pafford 
President 
Pafford Ambulance Service, Inc. 
P.O. Box 130 
214 Main Street 
Hermitage, Arkansas 71647 

Dear Mr. Pafford: 

The President and F i r s t 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 li k e 
to personally answer a l l 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 
i s emergency transportation limited to a quick t r i p 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 changes, we are revising 
our regulations to make more explicit the conditions under which 
a patient i s to be transported by ambulance, for Basic Li f e 
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 b i l l i n g s when 
ALS services are not needed. 

In this regard, we wish to assure you that reimbursement of 
ambulance services w i l l be equitable for necessary covered 
services. Ajso, we are sensitive to your concern about the need 
to assure access to quality gAffi. ACfco'raingiy, we believe that" 
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W/fAT i W 
ambulance aervices will continue to be readily available to 1. 
weaicare oenefIciajflesT " 

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

Sincerely yours, 

Thomas A. Ault / tf-'l 
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 ao-called BELT (budget expenditure limit tool) tightening provisions ~ are 
particularly devastating 1 o the ambulance Industry. 

Draa tie Effect on Emergency Ambulance Services (911) 

The most frequent users 
dollars are critical to maintain 
emergency ambulance 
emergency physicians 
ambulance service. The 
the leveil of emergency 
ambulance services throiighout 

of emergency ambulance services are the elderly. Therefore, Medicare 
emergency response systems to save lives. Our country's 911 
are carefully designed partner ships between government agencies, 

ambulance providers, where there is only one designated provider of 
freeze and roll-back on that single provider will have a drastic effect on 

readiness in that system. Consequently, the destruction of emergency 
America will be set in motion: 

services 
i and 

1. Crippling ambulauce 
proposed cuts will effect 
would be: 

increase 
paramedics. 

Longer responst 
times would 
Fewer 
Less advanced 
diagnostic equipntient 
Reduced disaster 
additional 
bombing in Oklaiioma 

2. Senate bill blows a 
service is already the 
feet, emergency ambijlance 
universal access to 
every 911 request wi 
public need. 

.ths 

3. Accelerated collapse 
The drastic 

Covcmmv.'nt R«!lari<mv ni-LsIundn-Hill 

services will destroy life saving health care for all Americans. The 
all citizens, not just Medicare benefidaries. To control costs, there 

times. For example, one ambulance provider estimated that response 
from 8 to 14 minutes, greatly diminishing patient survival chances. 
Lower-trained non-paramedic personnel will staff ambulances, 

equipment An inability to keep up with technological advances in 
and communications systems, 

response capability. Severe reductions in America's ability to respond 
•s in natural or man-made disasters, such as to Hurricane Andrew or the 

City. 

gaping hole in the health care safety net Emergency ambulance 
ast health care safety net for the nation's uninsured and underinsured. In 

services are the only health care provider group providing 
poor and elderly. Our moral, ethical and legal obligation to respond to 

I not diminish. Services must be sustained in a form which meets the 

of rural ambulance services which are already in imminent danger. 
consequehces for emergency ambulance services will effect rural ambulance 

systems even more dramatically and with greater speed. Because there is only one ambulance 

in.1, (m-. - 1,101 Cupncc^rtt Ave NW, W.uhinjtion. D.C. 2CXBh - {2m lOfrJCWO » PAX (202) J J ^ l [9 
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comrbunhies, once that service is eliminated, lives will be lost. Saving rural 
at least as critical as saving rural access hospitals. 

Bankrupting ambulance services across America will make the Medicare crisis worse, 
not better. Because ;imbulance services operate on a very thin margin, and given spiraling 
operational cost increases, ambulance providers will face deficits and bankruptcy. To 
maintain existing serv ces and standards, the only options for public and private providers to 
survive are: reduce services, raise taxes and/or increase beneficiaries' out-of-pocket-expenses. 
If these options are urLvailable or exhausted, the result will be elimination of emergency 
medical services altogsther 

S. 

6. 

Fearing high out-of-
in an emergency, 
pocket expenditures 

locket expenses. Medicare beneficiaries wiU be afraid to access 911 
CHronic underfunding of EMS systems will increase beneficiary out-of-

will severly restrict access to essential emergency medical care. aid' 

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

7. Emergency ambulance 
study. The Project 
Medicare rates for em 
ofiset costs. This 
hsve immediate and 

Hspe 

stucy 
severe 

A Better Alternative: Implement a New Reimbursement Method for Ambulance Services 

The ambulance industry is 
opportunity to reform its 
methodology. Thisuniquk 
combination of Medicare 
Congress should: 

the only Medicare provider group which has not been given the 
Reimbursement system from the traditional reasonable charge 

situation destroys the industry's ability to absorb the proposed 
policy changes without life-threatening consequences. As an alternative, 

1. Exempt Emergency 
freeze and B E L T 

2. Direct the Health 
the ambulance 
system designed 

rates are already inadequate according to a Congressional 
Report authorized by Congress and released in 1994 found that 

irgency and rural ambulance services are currently not adequate to 
offers further proof that the combination of freezes and roll-backs will 

consequences for emergency and all rural ambulance services. 

Ambulance Services and all Rural Ambulance Services from the 
provisions of the current legislative language. 

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

align the interests of patients, payors and providers. l o 

Save our communities fro n life-threatening cuts to emergency ambulance services. 

10/04/95 11:14 TX/RX NO.3285 P.007 



10/11/95 16:04 ©202 219 0188 USDA ERS ARED OD 121002 

StaiUS 4m Hie pmnaiy yu* 
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 tho Virgin Islands of the United 
States. Geographic definitions specific 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 codo is the 
code for the respective division. Puerto Rico, the Virgin 
Islands, 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 FlPS/United States Postal 
Service (USPS) code. 

In 12 selected States (Connecticut, Maine, Massachu­
setts, Michigan. Minnesota, New Hampshire, New Jersey, 
New York, Pennsylvania, Rhode Island, Vermont, and 
Wisconsin), the minor civil divisions also serve as general-
miraose local aovernments. The Census Bureau presents 

caamoa, l jUam, tllU nuil l iermviaiianu isianua, r-artrarnjwuu 
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 excluding 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 products, 
"rural" is divided into "places of less than 2,500" and "not 
in places." The "not in 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 specific to the classification of the rural in 

Maim nrnHiuM. 

Appendix definition: 

one or more core counties ̂ ^ ^ S ^ ^ S t S ^ ^ T " 
surrounding suburban counties if 4 h a S ^ S ^ t t ^ ^ ^ 
the metropolitan core and meet a set of condiWh , S ? c o , n m u t l n g workers with 
as population density and Z o t ^ ihus 3 V™,? 0 d 0 ^ character, such 
contain only open »* ^ * ~ ons and 
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VTA FACSIMILE 1-202^56-2878 

November 21,1995 

To: Julie Demeo 

From: Jamie PafTord-Gresham 

As per our phone conversation, here are the documents I discussed 
attached a letter lo Carol Rasco, asking for a meeting as soon as 
rae out on this one!!) 

Senator Pryor and Bonnie Hogue of his staff, have agreed to help 

with you. I have also 
possible. (Try 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 RR. 24S5 and were hoping to get this adopted. Instead 
they went with the senate bill S. 1357. This freezes us, puts us in a BELT, and only 
allows us to receive ALS payments when ALS is utilized. NO rural exceptions!! 

Please let me know something as soon as possible. I hope you have a safe and Happy 
Thanksgiving. 
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104TH CONGRESS 
1ST SESSION H. R. 2485 

To amend title XVHI of the Social Security Act to preserve and refonn 
tbe medicare prognm. 

IN THE HOUSE OF REPRESENTATIVES 

OCTOBER 17,1995 
Mr. ARCHER (for himself, Mr. BLILEY, Mr. BrLUUKlS, 

H I D E , Mr. GEEEKWOOD, Mr. HASTEBT, Mrs. JOHNSON of Connecticut, 
and Mr. McCBERY) inlroduced the following bill; which vaa referred to 
the Committee on Ways and Means, and in addition 
on Commerce, the Judiciary, and Roles, for'a period 
determined by the Speaker, in each case for consideration of snch provi­
sions as fall within the jurisdiction of the conunittee concerned 

Mr. THOMAS, Mr. 

to the Committees 
to be subsequently 

A BILL 
To amend title XVIH of the Social Security Act to preserve 

and reform the medicare program. 

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. PURPOSE. 

4 The purpose of this Act is to reform the medicare 

5 program, in order to preserve and protect the financial 

6 stability of the program. 
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104TH CONGRESS 
1ST SESSION 

Calendar No. 216 

S.1357 
To provide for reconciliation pursuant to sectaon 

resolution on the budget for fiscal year 

IN THE SENATE OF THE UNITED STATES 

OCTOBER 23, 1995 

Mr. DOMENICL, from the Conunittee on the Budget, reported the fallowing 
anginal bill; which was read twice and placed on the calendar 

105 of the concurrent 
1996. 

A B I L L 
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 "iBalanced Budget Eee-

5 onciliation Act of 1995". 

6 SEC 2. TABLE OF TITLES. 

7 The table of titles for this Act ik as follows: 

Page 
2 

161 
Title I I I . Conimittee on Banking, Housing, and tjrban Affairs 181 

Title I . Committee on Agriculture, Nutrition, and Forestiy — 
Title I I - Committee on Armed Services 
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VIA FACSIMILE 1-202^56-2878 

November 21,1995 

Carol H. Rasco 
AssistanT to the President 

for Domestic. Policy 
The White House 
Washington. DC 

Dear Ms Kasco: 

Sorry we missed you on the South Lawn of the White House on tHe 29th of September. 
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 I to 
Keep in louch with you on any changes we felt necessaiy for the President to know about. 

Congress has aduplcd Senate bill S. 1357. This bill kills all work 
niTal issue, and will devasuic ihe ambulance industry nationwide, 
contains language pertaining to the airibuknce industry that we 
faxed several things to Julie Demeo, of your ofTicc slaff to be revi 
great help to us and is asset to your staff. 

' ve have done on the 
Hoiise hill H.R. 2485, 

helped develop. I have 
wed. She has been a 

At this time, on behalf of the Arkansos Ambulance Association and Aiuciium 
Ambulance Association, We would like to set up a meeting next week with yuu ul your 
earliest convenience. Bonnie Hogue, of Senator Pryors Office, is willing to attend and 
help out in any way possible. She mentioned that the Senator would also try to make the 
meeting. 1 feel that there wi 11 be six attendees, representing both, the Arkansas and 
American Ambulance Associations, with an emphasis on rural providers. 
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Please contact us at 1-800̂ 51-8036 if you or your staff have any 
We will be anxiously awaiting your reply. Have a safe and Happy 

Sincerely, 

Jamie Paffo Jamie Pafford-Gresham 
Vice-President 
Pafford Ambulance Service, Inc. 

encloseures 

JPG/jlp 

121006 

questions. 
Thanksgiving!! 



11/21/95 14:01 FAX 501 463 S591 PAFFORDAMBULANCE 

AMBUl/MCE 
ASSOCIAIION 

Executive 
3800 Aubuijn 
Sacramcntt 
(916)483̂ (27 
R\X (916) 8̂2-5473 

qiffica; 
Blvd., Suite C 

ici c arc two areas of ambulance seivice under tbe Medicare progran where significant savings 
cc uld be achieved if HCFA would immediately implement changes. Both areas were the subject 
oi recent HHS luspccior General reports. The American Ambulance Association (AAA) has 
studied both areas, developed l ecoiimiendalionii, presented these reform proposals to HCFA, and 
tc rtified before Congress, yet no changes have been made. 

The following poU'ry changes would yield over $2 bOlion in sayings to the Medicare program 
o\ er seven years - greater savings than those achieved by the Senate plan to eliminate ambulance 
uf dates (see attached chart). Even more importantly, this proposal would not jeopardize the 
emergency and rural-based ambulance services in this country. The AAA urges your 
consideration of these proposals: 

I. 

Ambulance Savings Proposal! 

©oo? 

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

Bickground 

Ti ere are two types of ambulance tranaportation approved by Medicare for payment: Advanced 
Lh e Support (ALS) and Basic Life Support (BLS). ALS services cost more due to a variety of 
fac tors such as skill level of personnel, sophistication of equipmaot, etc! Medicare currently 
all JWS coverage of ALS when provided, if (1) it is medically necessary; 
m; ndated by local law to provide ALS; or (3) no BLS is available. 

Recommenriatinns 

(2) the provider is 

The American Ambulance Association believes significant savings can He achieved, without 
sai rificmg patient care or EMS systems, by covering ALS onfy if one of the following criteria is 

mejt; 

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 mral.areai, a* defined by die Secretary. 

Gove lunent Relatinn«: FWViman-Hillard. Inc. • 1301 Connecticut Ave. WW, Washington, D.C. 20036 • (202) 296-8390 - (202) 296-6119 
Mrdimrc Consultot David Wt-JJ, E»H. - Our Rubro Drive, Hauppauge, NT u/Nrt • tali) bHZ-'JUO • FAX (516) 582-338* 
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In all other situations, only BLS rates would be allowed. 

Sa rings 

Sa /ings lo ihe Medicare program by making this change in coverage have been estimated by the 
Inspector General's Office. In her lesiimuny before the Senate Appropriations Committee on 
December 16, 1994, June Gibbs Brown, Inspector General of the Depaj imenl uf Health and 
Human Services, estimated that "policies which allowed payment at the ALS level when it was 
noi needed amounted to $47 million in 199311 lost to the Medicare program. Based on the growth 
of ALS reimbursement reported by the HCFA Bureau of Data Management and Strategy from 
19:19 to 199A, the American Ambulance Association estimates the total 
ovio- seven years (1996-2002). 

Inspector] Brown then "recommended that HCFA revise its policy to require that payment for 
nô -emergency ambulance service at the ALS level be allowed only when medically necessaiy." 

American Ambulance Association's recommendation is consistent with the IG's testimony. Th; 

II. 

savings to be $670 million 

Repetitive Patients 

Background 

Thi; largest area of abuse in ambulance transportation involves repetitive nnn-emergency patients 
(e.j[., dialysis, radiation therapy). For the most part, the problem involves dialysis patients. For 
exz mple, the average End Stage Renal Disease patient requires six transpons per week. This can 
ics ill in legilimale per patient costs well in excess of $30,000 annually. The potential for abuse 
occ urs due to criteria for coverage known as "medical necessity." With this paiieni population, 
mc lical necessity is often difficult to detennine because the patient's condition may change daily. 
Thus, there is a large gray area, leaving significant room for multiple interpretations. Because of 
thL uncertainty, overpayments are often made which have resulted in significant dollars lost to the 
Medicare program. These overpayments were the subject of a recent ISIS Inspector General 
Report. 

While the medical necessity issue concerns dollars lost to the Medicare program, a second issue -
des tinatirm — concerns dollars lost to beneticiaries. Because of a restriction in the current 
regilations, medically necessary ambulance transportation fnr K$KI) patients is covered only 
wh !n the destination is a hospital-based dialysis facility. This restriction applies despite the fact 
tha Medicare-approved freestanding dialysis fedlities have been established that are often less 
cos ly than those affiliated with hospitals. It is the opinion of the American Ambulance 
As: ociation that any Medicaie-approved dialysis center should be covered as an appropriate 

10/20/95 
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destination facility. If this change were made, additional out-of-pockei: expenditures by 
beneficiaries would be eliminated, relieving them of a costly burden due to a "quirk" in the 
regulations. 

Tlie American Ambulance Association recommends the following: 

1. A system of prior authorization should be implemented for repetitive nonemergency 
pj tients (i.e., dialysis, radiation therapy) in which the ambulance provider gives the Medicare 
carrier the medical documentation, origin and destination information. 

PAFFORDAMBULANCE 121009 

The carrier would then be 
rejuired, perhaps within a 7-10 day period, to advise the provider if the trips would be authorized 
ar d, if so, for a specific period of time (e.g., 60 days) after which the process repeats. (This 
would eliminate the problem of varying interpretations of "inedical necessity.") 

2. Ambulance transportation to any Medicare-approved dialysis center should be covered 
re jardless of the origin, if an ambulance is medically necessaiy. 

Sjvings 

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

Summary 

Tl e American Ambulance Association estimates that implementing these two proposals will yield 
over $2 billion in savings to the Medicare program over seven years - j greater savings than those 
proposed by the Senate plan to eliminate ambulance updates (please refer to the attached charts). 

10/20/95 



Medicare Savings, Part B Ambulance Service 
(billions of dollars) 

to 

V t !-• 
Current Senate 

Eliminate Ambulance Update 

1996 

-0.0 

1997 

-0.0 

1998 

-0.1 

1999 

-0.1 

2000 

-0.1 

2001 

-0.2 

2002 

-0.3 

7-Ycar 
Total 

-0.8 

0
1 

F
A

X
 

5
0

1 

American Ambulance Asiociatlon 
Limit ALS Reimbursement Levels 
to Medically Necessary -O.00 -0,06 -0.07 -0.09 -0.12 -0.15 -0.19 -0.67 

4
6

3 
8

5
9

1 

Require Prior Authorization 
Repetitive Non-emergency Patients •O.00 -0.06 -0.17 -0.22 -0.22 -0.35 -0.49 -1.50 

Total: -0.00 -0.11 -0,24 -0.31 -0,33 •0.50 -0.68 -2.18 
> 

Note: Savings firom ALS reimbursement limitations are calculated by taking IG (1992) eslimalcd savings of SI 5.98 million in 1989, and projecting future 
amounts for the years 1997-2002 by the rate of growth ia 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 services in 1991, and applying this percentage to the Medicare Trustee projections of total ESRD payments for the years 1997-2002 
(Trustee Report, 1995). 

o 

> 

o m 

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

o 
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BACKGROUND 

Ambulance services are covered under Medicare Part B. Both tbe House and Senale-

MEDICARE REFORM 
T B E POSITION OF THE AMERICAN AMBULANCE, 

12 ou 

ASSOCIATION 

passed versions of the Budget Reconciliation bills contained provisions which affected 
ambulance reimbursemenL However, thece were key differences between tbe House and. 
Senate approaches- Tha Se^atg h i " finntained a blanket T-year freeak on ambulance rates. 
The House hi l l did nn* TOTTtft"! a freeze bet instead contained language which wpuld plage 
ambulance sepjee QQ a a^e^^c- Because the Senate freeze provision was "scorable" 
and was estimated to produce $800 million in savings over the next 17 years while the 
House fee schedule provision -was not "scorable" (although it could vield far greater 
savings), the Senate provision was accepted in conference and ambulance rates are fiozen 
under die bill for the next 7 years. Tbe Presideat, however, is expected to veto this 
measure shortly and a new version will be crafted. It is this new version to which the 
AxperLcap Ambulance Association has now turned its attention. 

AMERICAN AMBULANCE ASSOCIATION POSITION 

The American Ambulance Association feels thai a 7-year freeze on ambulance rates as 
contained in the current bill would be devastaiing to ambulance service in general and. 
would be particulaily devastating to rural and emergency service. The most frequent 
users of emergency ambulance sendees are the elderly. Therefore, Idcdieare dollars are 
critical to maintain this country's emergency response systems. Oui < 
systems are carefully designed partnerships between government agencies, emergency 
physicians and ambulance providers, where there is only one designated provider of 
ambulance service. The rate freeze on that single provider will have a drastic effect on 
the level of emergency readiness in that system Consequently, the dismantling of 
emergency ambulance services throughout America will be set in motion. The 
consequences of this have so alarmed the EMS comramnty that the National Association. 
of State EMS Directors, the people responsible for setting up and overseeing EMS 

Go^emi ̂ ent EdTrtianST FlelshmmU-IiUaKi. Inc. • 5301 CanneaiEiitAve.NW, Wathtoj-ton, D.C. 2003* 
Median: CmsulEmfc David Vtofd , Esq. • Olw Rabro Dav*, Hauppauge. NY 11788 » [516) SB2-32S5 • WAX (3161582-33S7 
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systems ia the states, recently passed a resolution condemning the blanket freeze 
approach. A copy is attached. There is abetter way to go. 

THE PROPOSED SOLUTION 

There is a solution which is better for the Medicare system, better for Medicare 
beneficiaries, and better for all those Americans who rely on available high-quality 
ambulance service in a time of need. That solution is to refonn the ambulance 
reimbursement system from the bottom up - comprehensive reform - through the 
establishment of a fee sehftdnk. This would likely save more money ultimately a 
freeze and it allows the 30-year-old reimbursement system which tlie ambulance industry 
operates under to be broughl up-to-date to reflect current health caie trends. For instance, 
currently fhe Medicare regulations require that in order for reimbursement to be to 
m ambulance company thai responds to an emergency call, the patient 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. But a 
7-year blanket freeze as contained in the current measure simply freezes in place the 
distortions which are present in the ambulance reimbureement system today. This seems 
contrary to the spirit of making rational and beneficial changes to tlie Medicare system. 
Finally, all other provider groups have already been placed on a fee schedule. 
Ambulance is the last to go. This is the right time and the right way to conect this 
disparity, to achieve rational and meaningful savings, arid, 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 ASSOCIATION OF STATE EMS DIRECTORS 

Wednesday October 25 ,1995 
Bismarck. North Dakota 

RESOLUTION 95-08 
URGING ADEQUATE RSMBURSSUENT FOR AMBULANCE SERVICES 

WHEREAS, ambuJance service is an essential component of all Emergency Medical 
Services (EMS) systems, and 

WfHEREAS, EMS is a critical safety net that ensures ell citizens timely emergency 
n^edicBl care and eccess into the entire health care system, and 

WHEREAS, financirtfl ambulance services ihrough reasonable and approprfste 
n imbursement poficies te essential to sustain purrent levels of service, and 

M HEREAS, B * S , representing less than t % of overall national heahh expsndituies, 
already represents an extremely marginal cost to ensure such a critical, population-
bnsed service, and 

HEREAS, Congress is currently enacting reductions and changes to the Medicare 
program that may cap ambulance fees ax current levels well beyond the Year 2000 
arid Emit the overall amount available to reimburse ambulance services on en 
annual basis. 

M SW, THEREFORE, BE (T RESOLVED, that the National Association of State E M S 
Dl rectors urges that Congress adopt e bill that contains specific language to reform 
ar ibulance reimbursement through the development of a comprehensive, national 
fe i schedule and reject language which would freeze ambulance service rates into 
the future, and 

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

IT FURTHER RESOLVED that the National Association of State EMS Directors 
encourages the President, Congress, the Health Care Financing Administration and 

r public and private insurance officials to support adequate reimbursement ior 
emergency medical care and transportation, with particular anention to rural 

traints, to ensure the vitality and full geographic distribution of these critical 
health services. 

solutions Committee 
n. Bylaws, & 

11/21/95 13:45 TX/RX NO.3954 P.004 
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Cuncut Law 

House Bill 

T l * proviaon tsould mpme SecrmiyttrtieardKSM of Wisctms 
fee scbcdnle sea for phyadans services begtering m 1997-
^pi^.^m.^ nj a budget ncurral fadnen. Nothing in fte 
rti.Mrinf ibe availability ID ihe Sixzetary, file amttactar or 

il014 

P. 5/6 

«5 a single 
The provision would be 

is to be caQsnufid as 
ijbyaaaans in Ae State of 

Otewfce ^pBable admimsuaOw proceAires fcr MbBeqoenfly modifyiitt Ibe Sec 
sefaedule areas. 

No pruvisjan 

Senate Ml 

Canfefcsee Aĵ itLioent 

Tbe confeienee agT^»^tg does not include die Heme praviuan 

V l 10. Payments for Ambulance Serrices (Sec. 15609A of House bill: See. 7049 of Senae 
~ biU) 

Cunent X^*" 

Paytnems for ambulance serv ices are based on leasoa^iechir^aa^^tev^jped 
by individual carriers based on load billings (which may take W variety of f t o ) . Based 
on ihese local billing methods, carriers develop screens for one or more of toe fnllowins 
main billing methods: (i) a single all-inclusive charge reflecting aD services andropphes. 
and mileage: (n) one charge reflecring all services and soppUes. wi* sepaiaie charge for 
mileage- (iii) one charge for aU services and nuleage, with separate charges for supplies, 
and (hr) separate charges for services, mileage, and supplies. Within each bruad payment 
method, additional distinctions are made based on wluaber the service is basjc life support 
or advanced life support service, -oether emergency or ropmexgency transport was 
used, and if specialized advanced life support services were Tendered. 

House Bill 

a. Pavmenz Amoum. provision would specify that pjeghming January 1.1998. 
payment for ambulance service, would equal 80% of the lesser of tbe acmal charge te 
the service or the fee schedule amount-

h Fee SchedxdE. Tne provision would require the Secretary m esobUA a fee 
schedule ^ough a negcuatcSnUcmaking process. In esailisbing a fee M k ^ * * 
S^renrv v S be required to: 0) esablish mechamsms to control ? « w « m 
S S T S S c T f t l r l J reflect changing namre of A . ambubmce service industry. 

11/21/95 13:45 TX/RX NO.3954 P.nns 
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P. S/Ts 

m ttrib&h drfniricns fer anboW service which piomoie effioency and Unk 
payinais C n ^ h ^ ^ ^ assessor 
PKnridai; Cw) tate imo acanim regioial diflerrace< wtaeh afien cost awijroducovjy 

diffaenca mihe COBS ofiesodces and the cosis of i ^ n p a ^ . c a r ^ 

S p o p a l a t o o f M a t e e hcDefinaries. and C h a n g e s m t e ^ s S ^ ^ ? 7 a X s S ^ ^ ' 
providers; (v) phase-in d« application of ihe |SQmcm noes in an efficient and fair 

™ p i w ™ would rajmits die Secreory ID inoplcjnHir tfae piovirian ^ ^ W t a » 
bodgei naural fediion. Beginnins ia 1999. tfae payment amccnc nnd« the fee «chedifle The prov 
oooget noural u îwo- *—ti — — / ' . . 
would eqml die picvioas yor's paymeor amoootapdaw oy tne 
price index for ffie H-momh period ending the previous June. 

The provision would reqnii* rhe Seorwy to regularbr a s ^ _ ^ ^ l f 
^urr , ^»^rpKi^h-^gthgft^sAedule: AmerionAabnlaaceAssognon.teNanonal 
Xssociaikm of Sae Medical Director, and other nadonal organizanons tx&r^rmnz 
individnak and enmies who famish or regubiB ambatonce s f fTO. The SOTary m 
esablidung the fee schedule would be required ID share wi& the assac»QOiE> md 
S g S Z n s tbe data and daia analysis used in e s c d H i ^ ^ d l e , « l u d ^ 
da^OQ^tSnons in paymenls for > « » prior in 1998 amoi« fieognph^ a«as and types 
of providers. 

Senate BiU 

Paiment Anvunr. The provision would provide dm ^ drtemtog the 
reasonable "cost or cbaree of ambulance serves for fls^3«« ^ ^ T T ^ ^ t 
Secreniy could not recognize any costs in excess of those tecogmzed as TeascmaHe m 
fiscal year 1995. 

b. Fee Schedule. No provision 

Conference Agreement 

c. Payment Amouni. The conference agieemeni inchidd ihe Senate provision. 

b. Fee Schedule. The conference agreetneni does noi include ihe House provision. 

11. Standards for Physical Therapy Services Furnished 
of House Bill) 

by Physicians (Sec. 1S609B 

No provision. 

Current Law 

Bouse Bill 

11/21/95 13:45 TX/RX NO.3954 p nnfi 
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January 23,1996 

Dena S. Puskin, Sc.D. » 
Executive Secretary, ' 
National Advisory Committee on Rural Health 
5600 Fishers Lane, Rm 9-05 
Rockville, MD 20857 

Dear Ms. Puskin: 

1 am interested in obtaining a position on the National Advisory Committee on Rural 
Health. I 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 ambulance 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, I 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 
POBox 130 
Hennitage, AR 71647 
1-501^*3-8590 CW) 1-501^53-2807 (H) 

O b j e c t i v e 

Oblaiti a seat wiih the National Advisory Commiiiee on Rural Health. Providing the committee insight 

from a rural ambulance provider. 

F u n c t i o n a l s u m m a r y 
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. I am 
active with both the American and Arkansas Ambulance Associations, keeping 
abreast of the latest reimbursement developments and legislative changes on both 
the state and national level. 

E m p l o y m e n t 

Pafford Ambulance Service, Inc. 
PO Box 130 
Hermitage, Arkansas 71547 
1-800-451-8036 

1987 to present 

Emergency Medical Technician-ambulance 1987 
Manager- Louisiana Division 1988 
Office Manager, Director of Operations, 1989-1994 
Jacksonville, AR 
Vice President/Chief Finandai Officer 1994-presenf 
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E d u c a t i o n 

Warren High School 1 9 x x • 1 9 x x 

Warren, Arkansas 

Pines Vo-Tech 1987 
Monticello, Arkansas 

Phillips County Community College 1988 
Helena, Arkansas 

Petit Jean Vo-Tech 1990 
Morrilton, Arkansas 

Texas Tech 1990 
EMS/MTI 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 Earl 
President/CEO 
Metro/AMR Ambulance Service 
Monroe, Louisiana 
1-800-456-2542 
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S u m m a r y of q u a l i f i c a t i o n s 
/ am a rural ambulance provider, who has worked in the Held of EMS for 
the last eight years. I am knowledgeable of all aspects of the business. 
t 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 I have become very involved with HCFA's efforts in changing the present 
ambulance legislation. Most changes are meant to improve services, but sometimes 
all things are not considered beforehand, like rural ambulance services. I have devoted 
a majority of my time this year lobbing new and proposed legislative changes on both, the state 
and national level. 

P r o f e s s i o n a l m e m b e r s h i p s 

Arkansas Ambulance Association 
Past Secretary 
Boardmember 
Scholarship Committee, (co-founder) 
Scholarship Chairperson 

1991-1993-
f995-presenf 

1992-7995 
1995-present 

American Ambulance Association 
Active member since 
Governmental Relations Rural Task Force 

1967 
1995-present 
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Pafford Ambulance Service, Inc. 
jgt FAX Transmittal jgt 

P .O. Box 130' FAX Number (800)532-7571 
214 Main Street (501)463-8591 
Hermitage, AR 71647 Office Number (800)451-8036 

TO: U 

^ Co 

FAX Num&r ZOZ - VCb- ^iff ^ 
Date: / - / ^ ^ ^ 
Number of Pages 
(Including Header Page). 
From:^ /y&y^uL 

Comments: / J J M ^ L . Aa?. yCr^ 

73 
21 
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244 Main tfltixii 

VIA FAXMRLE1-202-456-2878 j - / 7 - 9 ^ 

Jennifer Klein ^ v r\ 
Domestic Policy V ( Y n . j , XJQ^^AD 
The White House / KX/JC^^ 
Washington, DC (J 

Dear Jennifer 

Attached please find the American Ambulance Association's interpretation of Section 
11461 of the President5s 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 Presidenf 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 reasonableness, there arc 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. 

Sincerelŷ  

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



American 
Ambulan 
Association 

TO: Board of Dieecrtors 
Joe Paolella, Goverraaea-t Aifairs Committee Citairraac 
Wendy Ruhlin, Govezmneot Relations Reprasantativa 
David Nevins, Executive Vic© President 

JROH: David Werfel 

SUBJECTS Administration's Provlaioua Relating to Part B 

DATE: January 12, 1996 

la xrevxmxng §11+61 of tha Adninistration's provisions 
for Medicate Part B, there ara two major cbangee that w i l l iapact 
ambulance services, i f I an rsading tbe sections coxrectly. 

These two changes, and tfce reasons for my conclusions, 
are as follows: 

1- J^e s^hjadu]* - section 11461(a) amends Section 1S33 
of the Social Security Act by eliminating tl\<& reasonable charge 
methodology and placing services described i n S-ection ia32<a>7l) 
under a fee schedule. Section 1822a(l) refers to -medical and 
other health services". Sl86ls defines -medical and other health 
services-. Ambulance i s listed at subdivision 7. Therefore 
ambulance services would be placed under a fee schedule. 

I t i s important to note that ambulance services 
provided, by hospitals reimbursed on a reasonable cost basis would 
not be affected by this provision, creating a discrepancy i n bow 
ambulance services are reimbursed by Hedicare. 

The prrcposed aaeiidmeiit of lS3*aii) strifcea the 
•reasonable charge- metbodology and replaces it with paymeae chat 
is the lower of the actual charge or a fee schedule? F m 3 r w m m 

Ambulance services cother than those provided by a Part 
A provider} do not meet any of the exceptions i n i a 3 3 * { i ) . 
Therefore. Part B ambulance services would be allowed the lower 
of the actual charge or -applicable fee schedule developed by the 
Secretary", of course, no ambulance fee schedule has S v S 
been developed. However, once I T I S , ambSSJSe SeiSfcel JSSik be 

0i/L7/96 16:35 TX/RX NO.4692 P.003 
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2. TTlfrfi™"*- ̂ n f f ^ ^ ^ ^ ^ ^ P - SubcUvision (to) (9) (A) of 
tlie propoaed aeetlon 1X461 strilcea paragraphs (8) and (9) of 
1842(b). These are the inherent reasonableness sections. 

iS42(bj(9> - This section i s for the publication of 
adiuatment to rates for physicians' services. Thus, i t s being 
deleted does not affect ambulance services. Howavair, 
lfl42(b) (8) (A.) states that the Secretary shall describe i n 
Regulations the factors used for determining when inherent 
reasonableness adjustments should be made. While I842{b)(0)(B) 
and (C) s p e c i f i c a l l y reference physicians services, 1842(b)(8)(A) 
does not and has been used as the basis for inherent 
reasonableness odjustaente for ambulance. 

Thus, we would have no methodology i a place for 
correcting grossly deficient rates. 

Ol/17/QK Ift.TC TV /Bv »rr. AC-nl 



.01/18/96 13:14 FAX 501 463 8591 PAFFORDAMBULANCE 
«CJII O I - A K F O X i « i « c a p i e r I U L \ , i - r-so . * - * i c « • 

1̂ 1005 

S 

7 

gnhBTiffnn fc) 

( •J *PPJY 

<»3 X s 

Z7 

01/17/96 16:35 TX/RX NO.4692 P.005 



01/18/96^^13:14 _FAX 501 463r,859J .. . PAFFORDAMBULANCE @006 

I T 

xm 

( i i ) mnd ( i i i ) * * 

by 

(B) mud ( e ) . 

, lAA ( I i i ) . 

U . S . C . &30SB<»UUCBn u 

wfebarissd t e » ' 

i 'OmmeriSm By 

i a d M r m l n i a g tbM cmmmm (of 

to 
t b * 

t j » t . by ~ m a o Bf I W 

l y 4 s £ l a l f f i t ^ i s * a * 

i n — t i M l s h l n q 

to 

t h s t w i l l 

*Stl 1*430)1**) (43 i3ftf in(b>(i0)) i s 

(B) tbreutfh ( B ) , 

01/17/96 16:35 TX/RX NO.4692 P.006 



T H I M O U S E : 

F A X C O V E R . S H E E T 

O F F I C E O F T H E A S S I S T A N T T O T H E P R E S I D E N T F O R D O M E S T I C F O U C Y 
S E C O N D F L O O R . W E S T W I N G 

T H E W H I T E H O U S E 
W A S H I N G T O N , D C 2 0 5 0 0 

<202>-4 .56-3392 P H O N B 
C 2 0 2 ) 4 5 6 - 2 8 7 8 F A X 

T O : c 
F A X 

F R O M : f U L . I E P E M E P 

N U T V I B E R O F P A G E S ( i n c l u d i n g c o v e r s h e e t ) : T^ffp < : - ~ " j ' 

C O M M E N T S : 

a l l I f y o u l u v e a n y p r o b l e m s w i t h t h e f a x t r a z u z n i a a l o n . p l « 
C 2 0 2 ) 4 5 6 - 5 3 9 2 . 

T h e d o c i i E O e n t a c c o m p a n y I n g t h i a f a c s i m i l e t r a x i a m i r t a l a h e e t l a t n t e m l e d o n l y f o r t h e u s e o f 
t h e I n d i v i d u a l o r e n t i t y to w h o m it I s a d d r e s s e d . T h i s m e s s a k s e c o n t a i n s I n f o r m a t i o n w h i c h 
m a y b e p r l v l l e s e d . c o n f i d e n t i a l o r e x e m p t from d l a c l o a u r e u n d e r a p p l i c a b l e l a w . I f t h e 
reader o f t h i s x n e s s a s e i s n o t t h e I n t e n d e d r e c i p i e n t o r t h e e m p l o y e e o r a g e n t r e s p o n s i b l e f o r 
d e l i v e r i x a g t h e m e a s a s e t o t h e i n t e n d e d r e c i p i e n t , y o u a n h e r e b y n o t i f i e d t h a t a n y d i s c l o s u r e , 
d i s s e m i n a t i o n , c o p y i n g o r d i s t r i b u t i o n , o r t h e m r i r ^ g o f a n y a c t i o n i n r e l i a n c e o n t h e c o n t e n t s 
o f t h i s c o m x m u n l c a t l o n i s s t r i c t l y p r o h i b i t e d . 

TRANSMISSION REPORT 

THIS DOCUMENT (REDUCED SAMPLE ABOVE) 
WAS SENT 

* * COUNT He* 
# 4 

* * * SEND * * * 

NO REMOTE STATION I . D. START TIME DURATION #PAGES COMMENT 

1 501 463 8591 1-16-96 14:30 1 '54" 4 

TOTAL 0 = 0 1 • 5 4 ' 
XEROX TELECOPIER 702C 



THE WHITE HOUSE 

W A S H I N G T O N 

FAX COVER SHEET 

OFFICE OF THE ASSISTANT TO THE PRESIDENT FOR DOMESTIC POLICY 
SECOND FLOOR, WEST WING 

THE WHITE HOUSE 
WASHINGTON, DC 20500 

(202)456-5392 PHONE 
(202)456-2878 FAX 

TO: 

FAX #: 

FROM: JULIE DEMEO 

NUMBER OF PAGES (including cover sheet): _ jj^ 

COMMENTS: 

If you have any problems with the fax transmission, please call 
(202)456-5392. 

The document accompanying this facsimile transmittal sheet is intended only for the use of 
the individual or entity to whom it is addressed. This message contains information which 
may be privileged, confidential or exempt from disclosure under applicable law. If the 
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delivering the message to the intended recipient, you are hereby notified that any disclosure, 
dissemination, copying or distribution, or the taking of any action in reliance on the contents 
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TO: 
FROM: 
DATE: 
SUBJECT: 

f!/Ja//01,d J'lml,ulance !J?ewe" e., !lno. 

fi'. @. @o� 130

JU4 .Alain Y�eel 

��i4fe; .Jfifll. T.fG//i 

Julie Demeo 
Jamie Pafford-Gresham gf D

December 29, 1995 
National Advisory Committee on Rural Heal 1 

Hope you bad a Merry Christmas! Thank the Lord it s ovenvith for another year! 
No, I really enjoyed it. I heard about this committee, Can y enlighten me on how to 
get on it? 

On December 5, 1995 a notice appeared in the Feder l Register stating that the 
Health Resources and Services Administration (HRSA) is re esting nominations to fill 
five vacancies on the Secretary's National Advisory Commitlree on Rural Health. 

I am very interested in this position, Especially form\ Daddy. We understand 
rural inside aod out. (How can we help not to understand ral living in chicken scratch. 
Arkansas! Just a joke)!) 

Do you think it's possible to get us a seat on this co mittee through Carol Rasco 
or the President? I think either one of us would be an asset t this committee. If you 
have any information on how we can obtain a seat on this, p ease let me know. I am very 
anxious to find out about this issue.  8036. Give me a call as soon a.s you know something @ l-800-451 
Thanks again for all your help! 

- ·· --- . 



E X E C U T I V E O F F I C E O F T H E P R E S I D E N T 

09-Jan-1996 11:33am 

TO: 

FROM: 

J u l i e E. Demeo 

C a r o l H. Rasco 
Domest ic P o l i c y C o u n c i l 

SUBJECT: RE: H i ! 

a. Paff o r d : T e l l her t o submit name w i t h resume t o Shalala. 
Then do a note i n my POTUS b r i e f i n g f i l e t h a t I should ask POTUS 
i f t h i s i s someone I should f l a g on h i s behalf. 

b. Balkan: See i f Greg Simon i s w i l l i n g t o t a l k t o t h i s guy 
since I won't know much t o say. 

c. I b e l i e v e the sign up sheet I put together w i t h Steve Warnath 
i s on my desk....has about s i x veggies on i t and I'm not sure what 
I put about dressings but i t was the sheet I was going t o take t o 
meeting yesterday i f we had met. I s i t there? 

Thanks! 

I t i s snowing h e a v i l y here again...there too? 



E X E C U T I V E O F F I C E 0 F T H E P R E S I D E N T 

26-Nov-1995 01:47pm 

TO: J e n n i f e r L . K l e i n 

FROM: C a r o l H. Rasco 
Domest ic P o l i c y C o u n c i l 

CC: J u l i e E. Demeo 
CC: P a t r i c i a E. Romani 

SUBJECT: Pafford Ambulance Service f o l k s 

I understand J u l i e has given you these m a t e r i a l s along w i t h the 
l e t t e r asking me t o meet ... she has explained t o them I am out on 
t r a v e l f o r the b e t t e r p a r t of the coming week. W i l l you simply 
f o l l o w up w i t h a quick phone c a l l t o them s t a t i n g you work w i t h 
me, have the m a t e r i a l s , we're watching i t , etc. Let me know i f 
anything s i g n i f i c a n t t r a n s p i r e s I ' l l then drop a quick note t o 
them on Wednesday when I r e t u r n . 

Thanks! 

Pat: put on Wed. agenda f o r me t o do quick note, 
i n outbox d i r e c t e d t o you t o put w i t h Wed. book. 

Source document 



MEETING REQUEST/TRACKING FORM /.^j 
CAROL H. RASCO 

DOMESTIC POLICY 

Name o f Requestor: OQllYUl. Patrol Date: 

A f f i l i a t i o n : 

Nature o f Request: V ^ ^ U k t^b ^ Q d ^ "Wlf^vdlWt (tufe fi^tJ . 

Contact Person: S<Xmk£L <& \~ Y^Q-^51- gfc>S6 Phone Number: 

Meeting Data: A. Date: ( p : ^ r r u n JQuJLJiTiV- Ov- iV/&r \ i^VCf i . 

B. Time: 

C. Place: 

D. Purpose: D ^ C u A - A - ^ pencil i v ^ C^^S I D 

E. C o n f l i c t s : _^ 

DECISION 

Accept Regret 

Forward To ^ Pending 

Comments: J<0ui(d^(: 
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VIA FACSIMILE 1-202^56-2878 

November 21,1995 

Carol H. Rasco 
Assistant to the President 

for Domeshc Policy 
The WHite House 
Washington. DC 

Dear Ms Hasco: 

Sony we missed you on the South Lawn of the White House on the 29th of September. 
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 infojnned my father and I to 
keep in touch with you on any changes we felt necessary for the President to know about. 

Congress has aduplcd Senate bill S. 1357. This bill kills all work 
rural issue, and will devasiaic ihe ambulance industry nationwide 
contains language pertaining to the ainbulance industry thai we 
faxed several things to Julie Demeo, of your ofHcc slaff to be revi 
great help to us and. is asset to your staff 

1 ve have done on the 
House bill H.R. 2485, 

tapped develop. Ihave 
wed. She has been a 

At this time, on behalf of the Arkansas Ambulance Association and Awciium 
Ambulance Association, We would like to set up a meeting next week with yuu ul your 
earliest oonvejuence. Bonnie Hogue, of Senator Pryors Office, is willing to attend and 
help out in any way possible. She mentioned that the Senator woi Id also try to make the 
meeting. 1 feci that there will be six attendees, representing both, tbe Arkansas and 
American Ambulance Associations, with an emphasis on rural providers. 
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Please contact us at 1-800̂ 51-8036 if you or your staff have; 
We will be anxiously awaiting your reply. Have a safe and 

any questions. 
Happy Thanksgiving!! 

Sincerely, 

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

encloseures 

JPG/jlp 
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